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PREFACE

This report was prepared by the Children’s Behaviora Health Implementation Team, an
interdepartmental work goup formed by the Departments of Socia Services and Children
and Families working in close collaboration with the Office of Policy and Management and
the Child Hedth and Development Institute of Connecticut, Inc.' The Ingtitute retained F.
Carl Vdentine and Associates and Holt, Wexler & Farnam, LLP to assist in the preparation
of the analyses and the report. The report was informed by discussions with the Children’s
Behavioral Health Advisory Committee” and reflects comments on the August 2000 Request
for Information. Specia thanks are extended to the Connecticut Health Foundation and the
Children’'s Fund of Connecticut, both of which contributed funding to support system
planning and preparation of this report. Thanks are also extended to Morgan Meltz, parent,
Karl Kemper, DCF Regiona Administrator, and Karen Snyder, DMHAS Assistant
Commissioner for their thoughtful review and design contributions.
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1 The Institute is a not-for-profit organization established by the Children’s Fund of Connecticut to promote and
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2 Thge Children’s Behavioral Health Advisory Committee was established in 1999 to provide input into the
February 2000 report to the legidature and subsequent work on design of the reforms recommended therein.
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CT Community KidCare: A Plan to Reform the Delivery
and Financing of Children’s Behavioral Health
Services in Connecticut

Executive Summary

Introduction

The Depatment of Children and Families (DCF) and Depatment of Socid Services
(DSS) are preparing to embark on a sweeping reform of the public child behaviord hedth
svice sysem.  The new Connecticut Community KidCare initigtive is desgned to
eliminate the mgor sysem gaps and bariers that have plagued child behaviord hedth in
recent years. The proposed initiative will dlow children with behaviord hedth problems
to grow and devdop within nurturing family environments, increesng ther ability to
succeed in ther homes, schools and communitiess.  The new system will be family driven
and family focused, giving families choice and helping families to care for children who
have behaviord hedth chdlenges. The new sysem will emphasize the drengths of
individud families and children and be culturdly responsive.

The Governor and the Commissioners of these Departments have defined this vison for
reform. For this vison to
succeed, a partnership is required
among families, providers,

Connecticut Community KidCare

community members, and other Key Features

Sae agencies.  Building this new - Comprehensive behaviord health program

%/Sa‘n IS an a/0|utionay process with flexible benefit pa:kageincluding

tha will regquire time for treatment and “wraparound” support services

planning, traning and capacity - Rull carve-out of HUSKY child behaviora

building, and a gradud phase-in heglth

of fully working sysems. It will - Community-based and culturally competent

adso require changes in sructure, care planning and service delivery

organization, managemen, - Greatly expanded community-based service

financing, practice, and capacity

philosophy,  affecting  those . Familiesinvolved and supported in decision

involved & every level, from making role with strengthened family

families to providers to State advocacy organizations

agencies. . Comprehensive training for al agency and
L , stem staff and parent

This is a tdl order. With the Zf__ o pﬂoc; - "

commitment and invesment of dl ' Icient balance or jocal control of care wi

concemned citizens in ConnecticL, statewide administrative support structure

DCF and DSS firmly bdieve tha - Integrated funding to support broad benefit

this vison can be redized. The package | _

following report is divided into - Reinvestment of increased Medicaid

two sections ~ This executive reimbursements

summary provides an overview of - Routine performance reports on key outcomes

and quality measures
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the reform initiative and identifies the mgor concepts and Structures.  The full report that
follows is more technicd, and provides additiond detall regarding the operation of the
proposed system.

Background

The impetus for this reform came in June 1999 when, in response to growing concern
about serious bottlenecks and qudity issues in children's mentd hedth services, the
Legidature requested that the Department of Socid Services (DSS) prepare a study of the
finendng and service ddivery system for children’s behaviora hedth. In February 2000,
DSS, with assgance from the Depatment of Children and Families (DCF) and other
State agencies, submitted a report to the Generd Assembly entitled, “Deivering and
Financing Children's Behaviora Hedth Services in Connecticut,” prepared by the Child
Hedth and Devdopment Inditute of Connecticut.  This report identified dgnificant
problems in the current way services are organized, financed, and delivered and pointed
to five mgor needs of the service system:

1. Better mechanismsfor coordination of care.
Enhanced community-based resources and treatment aternatives.
Integrated funding.

Family involvement in policy aswdl as service planning for their own children.

a b~ D

Redigtribution of resources and refinancing of the service system.

The report recommended that Connecticut move to a system of care approach to
children's mentd hedth sarvices building on the emerging network of 22 Community
Collaboratives (formerly referred to as Local Systems of Care, LSOCs or SOCs) around
the date. The sysem of care goproach will actively involve families in service planning
and create the opportunity for flexibility in service planning so tha children with a
serious emotiona disturbance are better able to live in their homes and communities.

The proposed reforms were supported by the June Specia Sesson Public Act 00-2,
Sections 3-5, in which the Generd Assembly endorsed the direction of the report and its
cdl for the redructuring of children's behaviord hedth service ddivery and financing.
The Governor's Blue Ribbon Commisson on Mentd Hedth aso expressed strong
support for this initiative in its find report, which cdled for amilar reforms in the adult
public menta hedlth system.

This plan is submitted in response to the requirements of June 2000 Specia Sesson
Public Act 00-2, Sections 3-5 in which the Generd Assembly chaged the
Commissoners with developing the dements of a plan to reform the current system.
This report summarizes the planning and development activities that have taken place
snce the February 2000 report, and outlines the system’s anticipated <tructure and
organization. The framework outlined in this report is based on feedback obtained when
DCF and DSS issued a Request for Information (RFI) in August of 2000. The RF
sought input about how to reform the children’s behaviord hedth system, and as a result
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of this feedback, this report now reflects the input of families, providers, and other
members of the community who participated on key advisory committees and responded
to requests for public comment.

The plan represents a paradigm shift that introduces Lead Service Agencies (LSA) that
have overdl responshility for managing behaviora hedth services for enrolled children
within a dedgnated catchment arear The Lead Services Agencies will work with locd
sarvice provides and locd Community Collaboratives to provide qudity behaviord
hedth and support services for dl enrolled children. The LSAs will be asssed by a
datewide Adminigrative Service Organization (ASO) with responghility for managing
integrated funding dresms and for basc adminidrative sarvices such as cams
processing, contract management, data management and reporting.  Children with
complex behaviord hedth service needs will have unprecedented support made possible
by integrated funding. Cae coordinators will partner with families to creae
comprehensve, coordinated Individua Service Plans, s0 that these children are better
ableto live a home and go to schooal in their communities.

The Governor's commitment to this program and a Medicad revenue maximization
effort to help finance the work has dready been demondrated by his direction to expand
child behaviord hedth services and supports in the community.  Within the next sx
months, DCF will procure and begin funding in-state specidized resdential services and
sdected community-based sarvices including  short-term  criss  Sabilizetion, mobile
emergency psychiatric  services, care coordination services, outpatient psychiatric
coverage, extended day treatment, intensve home-based services, and specidized
mentoring.  This dzable investment will fecilitate the return of children from residentid
treatment facilities and HUSKY subacute programs, as well as the diverson of children
who are being considered for residentia care.

DSS, DCF and OPM have made great drides in desgning the program’'s organizationd
dructure and financing.  Agpects of this desgn will continue to evolve during the
planning process based on input from families, providers legidators, advocates, and
other interested stakeholders. The State welcomes input from al interested reeders of
this report to help build a better program.

Overview of Reform

Connecticut Community KidCare (“KidCar€’) is based on a sysem of care mode in
which sarvice planning is driven by the needs and preferences of the child and family.
The reform involves an expanson and redidribution of funds for children's behaviord
hedth services that will place grester emphasis on preventing children's problems from
exdding by providing a wider aray of culturdly competent services ddivered in the
home or in the community. The reform aso will support the development and financing
of an independent family-run organizetion to provide family-to-family support and
encourage active family participation in treetment and system planning.

These reforms will result in a dgnificant reduction in length of day in psychiaric
hospitals and resdentiad treatment placements as well as a reduction in out-of-community
and out-of-state placements.
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Eligibility

The February 2000 Report recommended a partia carve-out of children's behaviora
hedth services Under this initid mode, only those HUSKY enrolled children in the
child wdfare system and those with specid behaviord hedth needs would be enrolled in
KidCare. Nearly every respondent to the August 2000 RFI expressed a strong preference
for a full cave-out modd, in which dl of the HUSKY child behaviord hedth services
currently provided by the HUSKY plans would instead be provided as part of KidCare.

The Depatments have decided to move forward with a full carve-out. This decison is
supported by a prdiminary andyss of HUSKY encounter data, which indicated that
children enrolled under a partid carve-out would account for more than 95% of child
behaviord hedth expenditures, a patern congstent with smilar programs in other States.
A patid cave out would leave few funds for the current HUSKY Managed Care
Organizations (MCOs) to provide less intensve but necessary behaviord hedth services
for the children who remained in ther charge. The MCOs would have little incentive to
prevent the deterioration of mild behaviora disorders or to invest in prevention and early
intervention programs that might reduce the number of children with intensgve needs
Thus, dl children enrdlled in the HUSKY A and B plans will be enrdlled in KidCare for
their behaviora ledth needs. The HUSKY plans will continue to be responsible only for
primary behavioral hedlth care® and behaviora hedlth pharmacy services.

Children who are not HUSKY digible may be able to enrall in KidCare through the DCF
Voluntary Services Program. The Voluntary Services Program is not an entitlement and
thus access to KidCare through Voluntary Services will be regulated by DCF based on
resource availability. It is anticipated that the gpplication process will be handled by the
LSAs, and that the Adminidraive Services Organization will determine digibility
according to DCF policy. The Voluntary Services Program criteria are based primarily
on a child's symptoms and functiona dtatus. These criteria will be reviewed and may be
subject to change.

Benefit Package

The centerpiece of KidCare is a comprehensve benefit package made possible by the
integrated management of DSS and DCF funding dreams including Medicad (Title
XIX), State Children’'s Hedth Insurance Program (SCHIP or Title XXI), Title IV-E
(board and care), and State generd funds. The comprehensve benefit includes a full
complement of behavioral health treatment services such as outpatient treatment, day
program, home-based, and care coordination services, as well as out-of-home services
such as reddential center treatment, therapeutic foster care, and hospitdization. The
benefit package dso includes a range of non-medical support services, such as respite
cae and thergpeutic recregtion, which ae often essentid to dlow children with
behaviora hedth chdlengesto live in their homes and communities.

3 pri mary behavioral hedth care includes al behavioral hedth services provided by primary care
providers.
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Family Involvement

Families will play an indrumentd role in ensuring that esch aspect of the sysem is
accountable and responsive to the behaviora hedth needs of children and therr families.
DCF is supporting the development of a Family Support Organization to assure that
children with serious behaviora hedth needs and their families have voice, access, and
ownership in the devdopment and implementation of their sarvice plans  Families will
have opportunities for involvement a multiple levds from locd family advocacy to
input into policy and planning. Family involvement will hep make Community KidCare
respongve to families and accountable to communities.  Childcare, transportation, and
flexibility in meeting times, will hdp make it possble for families to paticipate. DCF
and DSS are committed to financing this involvement, and ensuring that dl aspects of
culture are addressed as part of thisinitiative.

Organizational Structure

DCF and DSS will adminiger KidCare under an interagency agreement (also referred to
as a memorandum of understanding). The agreement sets forth a pre-implementation
process, 0 that both Depatments are involved in building the management infrastructure
and developing the policies, procedures, contracts, and standards necessary to support
DCFs adminigration of the program. Pos-implementation, DCF will have primary
repongbility for management of the KidCare program. DSS will monitor program
compliance with Medicaid and SCHIP requirements.

The new adminidrative dructure will incude an Adminidrative Service Organization
(ASO), Lead Service Agencies (LSAs), and Community Collaboratives. DCF will
procure and contract with an ASO to assume respongbility for clams payments,
reporting, contracting, and other functions that are best conducted centrally.

The DCF regiond offices will in turn contract with LSAs sdected under a competitive
procurement process. A minimum of five, but no more than twelve LSAs will be
sected; the find number will be determined by a variety of factors including the number
and qudifications of respondents to the RFP and financid andyses of service and
adminidrative dollas avalable to finance the sydem. The LSAs will assume
responghility for managing the cae of dl ewoled children resding within  ther
desgnated catchment areas.  LSAs will have authority to manage service utilization and
will have responghility for locd qudity management and for overseeing the development
of loca community resources.

The LSAs will be respongble for ensuring that all enrolled children have access to
qudity behaviora hedth services, and they will have specid respongbility for the care of
children with complex behaviord hedth service needs.  Children with complex service
needs require the coordinated involvement of multiple state agencies (eg., DCF, State
Department of Education, Department of Mentd Retardation, Court Services, and, for
older children, Depatment of Mentd Hedth and Addiction Services). In addition to
goecidized treatment and educationd services, families of these children often require
non-medica support services such as respite and mentoring and the support of friends,
relaives, neighbors, churches, supports groups, and other community organizations.
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The LSAs will employ care coordinators to work with families of children with complex
savice needs  The care coordinators will partner with families and children to desgn
flexible, Individud Service Plans. Although LSAs are accountable for the care provided
by care coordinators, most of the care coordinators will be based at provider agencies
located throughout the LSA’s catchment area. Thus, most of the care coordination will
be caried out within locd Community Collaboratives. A Community Collaborative is a
local consortium of providers, parents and service agencies that have organized to
develop coordinated, comprehensve community resources for children with complex
svice needs and ther families. The Collaboratives may be smdl or lage
encompassing from one to twenty cities and towns. Members of the Collaboratives have
close working rdationships and intimate knowledge of loca needs and resources and thus
are in the best pogtion to work with families to create child and family specific teams and
design Individud Service Plans.

Grievance and Appeals

DCF will assume responghility for managing the KidCare grievance and adminidrétive
hearings procedures. All parents of children enrolled in KidCare will have the right to
timely procedures for resolving complaints, concerns, and appeds, otherwise referred to
as grievances. These procedures will meet dl State and Federa grievance requirements
(i.e, Federd Medicaid and Title IV-E requirements), and will be presented in writing and
described to children and their parent/custodian at the time of enrollment. The grievance
process will be avalable to resolve disagreements related to the denid, reduction,
suspenson, or termindion of services or the falure to respond in a timey way to a
request for services.

Quality M anagement

DCF will assume ovedl regponghility for qudity management, dthough qudity
management activities will teke place a multiple levds within the KidCare program.
Qudity management will focus on sentind event review (i.e, Soecific events tha may
cause concern) and system wide qudity improvement. DCF will develop performance
messures againgt which the State and LSAS can assess the effectiveness of the behaviord
hedth care sysem. This will address widespread concerns about whether system
invesments rexult in podtive outcomes for children. This sysem will dso dlow Sae
agencies to meet program and fiscd reporting requirements to mantan and enhance
federd funding.

Performance measures will be identified in the areas of finance, adminidration, clinica
process, and outcome. These data will be collected on a dtatewide basis using uniform
data dements, data definitions, data fidds and timing in order to facilitate performance
compaisons. The ASO will have primary responshility for data collection and for
assuring that key doakeholders (eg., DSS, DCF, LSAs, Collaboratives, advisory
committees, and members of the community) have timdy, reliadle, accurate, and
informative reports that are useful for managing the system.
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Training and Staff Development

No maiter how innovative sysem reform efforts are, ther effectiveness in improving
outcomes for children and families is ultimatey limited by the qudity and competency of
the managers and direct service deivery personnel who provide services on a daly bass.
Changing practice will require ongoing mentoring, supervison, and support, and the
periodic learning of new <kills. To assst in cresting a comprehensve agpproach to
developing a sysem of training that supports the implementation of KidCare, DCF has
contracted with the Child Hedth and Development Indtitute of Connecticut, Inc. (CHDI)
to desdgn a traning plan and develop curricullum. CHDI is patnering with the Human
Service Collaborative (HSC), of Washington, D.C. to ass€ in this effort.  The partners of
HSC bring a wedth of experience in the fidd of children's behaviord hedth and have
provided training and technical assstance nationwide in the desgn, development, and
implementation of sysems of care for children with behaviord hedth problems. This
consaulting group is working with a core team in Connecticut that includes State and
regiond State agency daff, family advocates, community agency providers, and
representatives from the Yae Child Study Center and the Department of Psychiatry at the
Universty of Connecticut School of Medicine,

The purpose of the training will be to creste and implement competency-based curricula
to improve the knowledge, skills and attitudes of front-line, supervisory, and management
daff from DCF, and daff in the service agencies with whom DCF contracts.  The
curricula will address the implementation requirements of KidCare and best service
practices for the care of children with, or at risk of, serious emotiond disturbances and
ther families. In addition, traning opportunities will be developed for daff in other
child-serving systems induding schools and the judiciary, as well as family advocates.

Evaluation

An evauaion will be conducted to provide information about the services being
delivered, how the sarvices are being utilized and by whom, the extent to which services
are effective, and the cods of the sarvice sysem. The evduation will adso encourage
accountability, cogt consciousness, and responsiveness to those in need of and using
sarvices. DCF has contracted with CHDI to assigt in the desgn and development of the
evauation. CHDI has secured matching grants from the Children’s Fund of Connecticut
and the Connecticut Hedth Foundation to help support the work during this fiscd year.
DCF will seek additiond State and private funds for the full-scae evaduation for future
years. DCF, CHDI, and DSS have convened an evauation workgroup responsble for the
development of evauation goas and methods and the procurement of an independent
evauator.

Financing
The integration of State and Federd funding streams will be necessary to support the

proposed comprehensve benefit package. This will require changes in legidation and
the re-gppropriation of some dollars currently appropriated to DSS. It is anticipated that
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dl or a portion of the following funding streams will be used to establish the integrated
funding poal:

The behaviord hedth portion of the capitation rate for the HUSKY Pat A (Title
XIX) and Part B (Title XXI) Managed Care Organizations,

HUSKY Plus Behaviord funds,

A portion of State funds currently used for reinsurance in Pat A of the HUSKY
program, redirected to community-based services,

Title IV-E and State generd fund dollars used for resdentid treatment, group
care, and thergpeutic foster care for children with behaviora hedth problems,

Other DCF State and Federal funds spent on children’s behaviora hedlth services,

Revenues derived from ASO hilling of respongble third party payers.

Fee for sarvice Medicad funds for Medicaid-digible children will not be incduded in the
funding for Community KidCare.

The State anticipates that there will be additiond federd Medicad revenue from
Medicad revenue maximization drategies resulting from dams for resdentid and
community-based trestment. A smdl working group conssting of a consultant under
contract to CHDI and gaff from DCF, DSS, and the Depatment of Adminidrative
Services (DAS) have been working since the spring of 2000 to develop and implement a
gysdem for maximizing Medicad rembursement for DCF placements in resdentid
facilities, and to enhance rembursement for community-based care.

| mplementation

The implementation of this reform is best conceptudized as an incrementa process, one
that requires the deveopment of additiond management and adminidrative capacity
within the Departments as wdl as sarvice infrastructure and human resource development
a the locd level. The Departments have established July 1, 2002 as the target date by
which the new system will begin to be phased-in. The groundwork that needs to be laid
for phase-in is condderddle including financid andyss and budgeting, HUSKY B
legidative changes, a new federa waiver or waver amendment (section 1915b), and
L SA/ASO procurement and contracting.

Pre-implementation (January 1, 2001-June 30, 2002). Preparation for phase-in
will be conducted over the next 18 months. During this period DCF and DSS will be
engaged in efforts to improve service ddivery and address some of the sysem’s most
pressng problems. DCF will introduce a range of new and expanded services, including
savices that will be pat of the comprehensve benefit avalable under Community
KidCare. Specid services such as care coordinaion, family advocacy, and emergency
mobile psychiatric services will be greatly enhanced to better meet the needs of children
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with complex behaviord hedth service needs. Changes in practice will aso be supported
by the implementation of the Community KidCare traning plan. The independent
evaduation team will be sdected and have the opportunity to design the evauation and
collect basdine data

DSS will implement changes in the HUSKY A program that will improve MCO/DCF
collaboration in the care of children with serious behaviord hedth disorders, and
encourage support for comprehensve and coordinated outpatient service plans. These
changes include modifying contract incentives to support increesed community based
care.

Implementation (July 1, 2002=»). Under the current proposal, the phase-in would
begin with DCF procuring and contracting with an ASO to administer a full carve-out of
the HUSKY child behaviora hedth benefit, beginning July 1, 2002. Shortly theresfter,
LSAs would be brought ortline in two catchment areas. An enhanced bendfit induding
non-medica support services (eg., respite, mentoring) would be introduced in these
cachment areas. The LSAs would assume responsibility for managing the full KidCare
benefit package, which would include the HUSKY benefits and the enhanced benefits.
Additiond LSAs would be brought on in a sequentid manner until the entire program is
in operation statewide. It is expected that the phase-in will be completein 1 to 2 years.

Concluding Comment

The Departments of Children and Families and Socid Services have charted a course for
unprecedented system reform and have committed to an enduring partnership. The plan
outlined in this document provides a vison for the future—a vison in which children and
families have access to behaviord hedth services and a choice of providers—a vison
that cdebraes family, community and culture—a vison that embraces prevention and
ealy intervention—a vison that provides flexibility and responsveness.  Connecticut
can improve the lives of children and families, and Community KidCare isthe way.
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Connecticut Community KidCare: A Plan to Reform the Delivery
and Financing of Children’s Behavioral Health Services

[ Background and Overview of the Reform

This report details efforts by the Commissoners of the Depatment of Children and
Families (DCF) and the Department of Socia Services (DSS) to develop a new system
for ddivering and financing children's behaviord hedth sarvices in Connecticut.  This
plan is submitted in response to the requirements of June 2000 Specid Session Public Act
00-2, Sections 3-5, in which the Generd Assambly charged the Commissoners with
developing the dements of a plan to reform the current sysem. Although the focus of
this report is an innovative partnership between these two agencies, this report provides
the framework to improve services for children served by other State agencies and
branches of government (for example, the State Department of Education and Juvenile
Jugstice). The concept can dso provide a working modd for private insurance in
Connecticut.

Background

In response to growing concern about serious bottlenecks and quaity assurance issues in
children's mental hedth services, the Legidature in 1999 requested that DSS prepare a
dudy of the financing and service ddivery sysem for children’'s behaviord hedth,
specificaly services for those enrolled in the state-sponsored hedth insurance programs
for low-income families (HUSKY A and B).

In February 2000, DSS, in collaboration with DCF and other State agencies, submitted a
report to the Generd Assembly entitled, “Ddivering and Fnancing Children's
Behaviord Hedth Services in Connecticut,” prepared by the Child Hedth and
Development Inditute of Connecticut. This report provided a framework for reform of
Connecticut's publicly funded behaviora hedth service system for children.

The report concluded that athough an impressve array of resources and capabilities in
Connecticut are devoted to children's behaviord hedth, there are sgnificant problems in
the current way services are organized, financed, and delivered. The study pointed to
five mgor problems:

1. Thereareinaufficient mechanisms for effective coordination of care between
levels of intendty and across service sysemsfor children and their families.

2. Community-based resources and treatment aternatives are not sufficiently
developed, contributing to the serious bottlenecks in the existing treatment
sysem.

3. Funding is dlocated by program and agency, each with its own requirements and
incentive structure, causng fragmentation.
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4. There are not adequate supports for families to be aufficiently involved in
planning services for their own children or in system planning and policy.

5. A redigribution of resources and taking fuller advantage of Federa financing
mechanisms that may be reinvested in services could go along way toward
supporting a more effective system of behaviora hedlth services for children.

The report recommended that Connecticut move to a sysem of care gpproach to
children's menta hedth services building on the emerging network of 22 Community
Collaboratives around the State. It further recommended that the State establish an
Adminigrative Services Organization to handle sdected centrdized functions and Lead
Service Agencies to provide local management authority.

In June Specia Sesson Public Act 00-2, Sections 3-5, the General Assembly endorsed
the direction of the report cdling for the redtructuring of children’'s behaviord hedth
savice deivery and financing. The Generd Assembly dso gpproved the expenditure of
$3.5 million within DCF s budget for development and implementation activities.

In addition, the find report of the Governor's Blue Ribbon Commisson on Mentd
Hedth, ddivered in July 2000, included recommendations that fully supported the
direction reflected in the report and legidation.

On August 6, 2000, the Depatments issued a joint Request for Information (“RF")
seeking comment on the dSructure of the proposed reform of the children’s behaviord
hedth sysem. The State received extensve comment at two three-hour public mestings
and through written comment. The responses to the RA informed the system design
proposed in this report.

Overview of Reform

CT Community KidCare (“KidCa€’), building on modds dready in place in
Connecticut, will gregtly reduce if not diminate the major system gaps and bariers
described in the February 2000 Report and the August 2000 Request for Information.
Children with behaviord hedth problems will have the opportunity to experience hedthy
socid, emotiond, physcd and cognitive devdopment in the context of a nurturing
family and community, increesing their ability to succeed in ther families schools and
communities.  Simply put, kids have said they don't want to be separated from dl that is
important to them—their friends, families, schools—in order to get the behaviord hedth
sarvices that they need. Ther families fed the same way, but they often fed that they
don’'t have achoice.

This system reform, designed to serve children and youth in HUSKY A and B, DCF's
Voluntary Services Program, and digible youth in the juvenile judice sysem, will ensure
immediate access to locd, community-based, traditiond and non-traditiona services.
Children with unusudly complex behavioral hedth service needs will have access to
coordinated, integrated care based on individudized service plans. These service plans
will combine traditiona dlinicd services (eg., outpatient thergpy, patid hospitaization,
medication) with non-traditiond services (eg., respite, mentoring, behaviord assstance,
family-to-family support).
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The reform is based on a locd sarvice ddivery sysem driven by the needs and
preferences of the child and family.  Reform efforts involve an expanson and
redigribution of funds for children's behaviora hedth services, with greaster emphass on
preventing children's problems from escdating by providing a wider aray of culturdly
competent sarvices delivered in the home or in the childs community. The reform adso
will support the devdopment and financing of an independent family-run organization to
provide family-to-family support and foder active family participaion in trestment and
system planning.

This reform is expected to result in a ggnificant reduction in length of dtay in psychiaric
hospitals and resdentid treatment placements as wel as a reduction in out-of-community
and out- of-state placements.

The proposed mode represents a paradigm shift that introduces Lead Service Agencies
(LSA) tha have overdl respongbility for managing behaviord hedth services for
enolled children. The Lead Services Agencies will work with loca service providers
and locd Community Collaboratives to provide qudity behaviord hedth and support
sarvicesfor dl enrolled children.

Guiding Principles

The proposed KidCare initigtive requires a fundamenta reform in current philosophy,
benefit desgn, organization, and financing of services in Connecticut. The change in
philosophy is based on the findings presented in the February 2000 report, the
consderable experience that DCF and DSS have gained in providing and managing
behaviora hedth services for children, and naiond trends in behaviord hedth service
system desgn and delivery. These philosophical changes are bet summarized in the
following principles:

Prevention and early intervention

Families and children as partnersin service planning
Cultura competence

Informed choice

Smplicity and ease of access

Locd decison making and care

Comprehensve benefits including treatment and support services
Community-based care

Coordinated care for complex needs

Consumer driven

Accountability

Evidence-based practice
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Qudity improvement

Cost-€effectiveness
None of these vaues and concepts are new. Yet they are sddom brought together under
asngle umbrelato guide the design of a project of this scope.

A Personal View

KidCare will respond to the needs of different children in different ways, which cannot
be captured in the story of any one child. The service system will work to make early
intervention and prevention services more widdy avalable, and by intervening early and
intervening well, it is hoped that it will be possble to prevent many children from having
to be placed in resdentia settings for trestment. For those children who are placed, it is
expected that stays will be no longer than necessary, and that the available aftercare
options will be more flexible, comprehensve, and accessible than has been true in the
past.

With that said, much can be learned about the principles, practices and philosophy of the
new sysem by considering the experience of a child with complex sarvice needs and his
family. In this example, the child was placed in resdentid trestment prior to the reform.

On hisreturn, he and hisfamily had the benefit of a Care Coordinator and an LSA.*

Joshua was placed in a regdential trestment center 6 months ago due to aggressve
behavior towards other children and pets, unwillingness to go to school and temper
tantrums a home. Joshua is 12 years old and somewhat smdl in dature. His parents are
divorced. His mother has her own learning disabilities that were unrecognized when she
was a child. Before Josh was placed in resdentid trestment, his mother worked hard to
get him the treatment he needed s0 that she could continue caring for him a home.
During this time, she had severd confrontations with school personnd, each feding the
other was not doing enough to keep Josh's behavior under control. Josh's behavior was
S0 aggressive that he was not able to belong to any school sports teams or engage in any
school activities.  After severd suspensons, he was placed on home-based instruction,
and two months later was placed in aresidentia trestment center.

After 4% months of treatment, Josh no longer needed the dructure of a resdentid
treatment setting.  However, he needed community services in place to support his safe
return home.  Fortunatdy, Joshua was now enrolled in KidCare and his locd Lead
Service Agency had identified a care coordinator to work with him and his family. The
counsdor a the resdential center, dong with Joshua's care coordinator, developed a plan
for hisreturn home.

The care coordinator met with Josh and his mother to find out what their gods were for
Josh's return.  The care coordinator worked with Josh and his mother as partners in
desgning Josh's Individud Service Plan. His mother gppreciated that the process
focused on Josh's drengths as well as needs and that it recognized the specid chdlenge

4 Thisis a composite account, based on the actual experience of providers, children and families
in smilar service systems around the country.
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of caring for a child with a psychiatric disability. The plan was designed to support her
ability to provide the necessary care and dructure as a sngle mother.  The meetings with
the care coordinator were free from dlegations and blame, something she feared and
expected from past experience. Consequently, she developed a sense of trust and a
willingness to share her own conflicted feglings and fears about Josh' s return.

Josh said that he wanted to return to school and be able to participate in school activities.
He dso sad that he wanted to see his dad more often. Josh's mother talked with the
coordinator about how anxious she was feding about Josh's return home. She dated that
she no longer wanted to have school personnd cdling her everyday to tdl her about
Jos's behavior. She dated that it had been redly hard to take care of Josh done since
the divorce, but hadn’t fdt that his father was willing to help with Josh. She wanted to
make sure thet if Josh came home, he would be able to stay home.

Together the care coordinator and the mother thought about whom to invite to be part of a
team that would help Josh reintegrate into his community. They identified a thergpist and
psychiariss who would work with Josh, personnd from the school, the leader of the
youth group a the church, and his dad and his older sblings. The care coordinator said
she would contact Josh's dad to see if he was willing to participate and Josh's mom
agreed to talk with her other children. The care coordinator aso gave Jos's mom the
name of the family advocate in the area if she wished to tak with another person who
could provide her with support.

The care coordinator gethered al the team members for a meeting about Josh. At this
meseting, they discussed what Josh would need to come home successfully. The team
agreed on the following plan:

Josh will attend his neighborhood school with the hdp of a full time
pargprofessond.  Josh will be in regular classes except for resource room
placement for reading help.

Jogdv's thergpig will see him weekly for individua psychotherapy and aso
provide weekly family therapy and/or parent guidance vidts during the trangtion.
The thergpig will maintain contact with the child psychiaris who will prescribe
Josh' s mediications. The psychiatrist will join the team meeting once a month.

Josh will attend his church youth group with the help of a behaviord assgant.
The behaviord assgant will dso work with Josh 3 days per week after school
until bedtime.  Josh's therapist will provide the behaviord hedth assgtant with
supervision as needed.

Josh's brother will take care of Josh after school 2 days each week.
Josh' s sister will take care of Josh one day per weekend for 8 hours.

In the event of an emergency the safety plan would be to contact Josh's care
coordinator or use the emergency mobile psychiatric service.
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As Josh progressed, services would be reduced and other sociad events, such as school
dances, would be added. The care coordinator knew that the success of the Individua
Service Plan depended as much on the qudity of the rdationship between team members,
epecidly trust and communication, as it did the specific dements of the plan. Thus,
dthough not an explicit god, the care coordinator used the team process to begin to
repair the relationship between the parents and the schoal.

Josh returned to his community within the next thirty days. During this time, the school
hired a pargprofessona to help Josh with his schoolwork. The parents, together with the
care coordinator, hired a behaviorad assstant, a woman who was a part-time carpenter
and someone that Josh dready knew through a neighbor. The therapist agreed to provide
the behaviord assgant with weekly supervison, with a plan to reduce supervison to a
monthly schedule once Josh was stable. Plans were made with Josh's brother and sister
for respite on weekdays and weekends. The parents adso worked together to find ways
for hisfather to be more involved in Jodh' s trestment and to spend more time with him.

Initidly, the plan worked very well. Josh gppeared to be “buying in” to being back in
school and in the community. He made his gppointments with the therapis and was
adjugting wel, with guidance, in school and a the youth group. Josh's sblings kept ther
commitments with &sh during the week and on weekends. Both of his parents were able
to attend the weekly team meetings, because they were held a 8 am. before ether of
them had to be to work. Josh sad that he liked his school aid and behaviora assigtant,
dthough he complained that the assstant a& home was too drict. The team members, but
primarily his care coordinator, reviewed with Josh the expectations of his behavior in the
community, particularly regarding his aggressive behaviors.

One evening on the way to his youth group, Josh became very angry with his behaviord
assgant when she told him that he needed to put on his seatbet in the car. He was
exceptiondly defiant that evening, getting out of the car, throwing rocks at it, and findly
breeking a window. The assgtant was unable to cdm him. As he became even more
angry, he kicked and very much frightened her dog. At that point, Josh ran back into the
house and refused to come out. His mom told the assistant that she would take care of
Josh while the assstant took care of her dog. Josh’'s mom and his assistant debated about
whether they needed to contact the emergency mobile psychiatric service, but when Josh
agreed to go to bed, they decided to wait and contact the care coordinator in the morning.

Josh's mother cdled the therapist and the care coordinator first thing the next morning to
let them know what had happened. Josh's thergpist came to his home before school to
tak with him about the incident, to help him understand why he had gotten so angry and
to condder ways to avoid and manage his anger in the future. A team meeting was
scheduled for the afternoon to tak over adjustments that might need to be made to the
care plan and to talk with Josh about the incident the night before.

Josh talked about his fedings of anger a the assdant. He dated that he knew that
throwing things a her car would make her angry. When she seemed less angry than Josh
thought she would be, he broke the window and went after the dog. He regretted being
0 hurtful and dedtructive and felt badly about it. The team taked with him about his
behaviors. He worked with his care coordinator to come up with a plan for apologizing

Community KidCare: A Plan to Reform Children’s Behavioral Health Servicesin Connecticut  Page 6



CT Community KidCare

to his assgant and for paying off the hill for the broken car window through community
savice. Josh was not the only one who needed professond support. The behaviord
assgtant took Josh's behavior persondly and felt both betrayed and angry. She met with
her supervisor to tak about her conflicted fedings about returning to work with Josh, to
better undersand the incident, and to review options for handling Smilar events in the
future.

Josh and the assstant continued to work together. He was eventudly able to get back on
track with his care plan. Four months later, his behavior in school had improved. He
earned specia leadership respongbilities and was dlowed to come to additiond school
functions. He dso began spending more time with his dad. The team steedily reduced its
meeting schedule, from weekly to biweskly to morthly. All team members agreed that
Josh was doing well but knew there was il progress to be made.

Basic Values

This gory illustrates a number of basc values and assumptions of the KidCare modd.
The fird is tha parents are partners in planning and that planning mugt firs and foremost
be based on child and family drengths. This partnership is a departure from traditiond
treatment planning processes in which the parent is a passve recipient of a prescribed
treetment plan. Under this modd, parents make informed choices that reflect their needs
and preferences. They rely on professonds to help inform them of treatment and support
options, to make a plan, and to help them carry out the plan. The parents direct the
planning process and determine whether it meets their needs.

Jodhv's dory dso illusrates the basc importance of non-clinicd support services
supervised supports (the carpenter) and supervised experiences (youth group), and
traditiond clinicd intervention. A range of drategies is necessary to support families and
children with complex service needs. These treatment and support drategies should be
informed by knowledge of development, clinical experience, and common sense.

Rdationships are centrd to this work. Without good working relationships among team
members and participating inditutions (schools, churches), the work will never last
beyond the firgt crigs. In the case of Josh, repairing the relationship between parent and
school was essential—setting the stage for an ongoing process of collaboration, mutua
support, and problem solving. The same principle gpplies to individud supports and
savices. The qudity of the relationship between a service provider (therapist, behaviord
assgant) and the child and family is often as or more important than the type of service
provided.

The KidCare sarvice process is based on the notion that some children will present
ongoing chalenges as a result of their behaviord disorders. Like Josh, many children
will continue to be vulnerable to lapses after a period of treatment progress. A lapse does
not represent a trestment failure nor does it sgna a full-fledged relapse.  Instead lapses
are to be expected—the naturad course of a child with behaviora chalenges who is being
supported to live in the community.  Moreover, every lapse presents the opportunity for
understanding, growth, and change.
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Reated to this is the concept of “no gect, no rgect.” As evident from Josh's aggressive
outburst, children who return from resdentid treatment or who are supported in the
community as an dterndive to resdentid treetment may engage in behavior that tests the
will and commitment of key providers and supports. A mgor focus of the work under
KidCare is to anticipate these chalenges, and to focus on solutions and thergpeutic
responses rather than regection by the service or members of the service team.  Although
children may a times need a different level of care or temporary trestment out of home,
these decisons should not be incident driven and the team should remain responsble for
the child's care wherever he or she is sarved.  No child will be gected from a service
team or from the KidCare program because of his or her behavior and needs.

Program Design

Full Carve-Out

One of the fundamentd quetions relaed to the design of this initiaive is whether to
include dl children enrolled in HUSKY, Pats A and B (full carve-out) or only those
children with specid behaviord hedth needs (partid carve-out). Under a partiad carve-
out, only those HUSKY enrolled children in the child wefare sysem and those with
gpecid behaviord hedth needs would be enrdlled in KidCare. In contrast, under a full
cave-out, dl of the HUSKY child behaviord hedth services currently provided by the
HUSKY plans would be provided as part of KidCare. In essence, the child behaviora
hedth portion of the HUSKY benefit would be “carved-out” to KidCare and dl HUSKY
children would automaticaly be enrolled in KidCare for their behavioral hedlth benefits.
The Depatments have decided to implement a full carve-out design, based in part on
responses to the August 2000 RFI, which strongly favored a full carve-out. A full carve-
out desgn will reduce fragmentation and support the invesment of resources in
prevention and early intervention services, in order to reduce as much as possble the
number of children who will eventualy require more intensive intervention.

HUSKY A and B emolled children will automaticaly be enrolled in the KidCare
program through which they will receive the vad mgority of ther behaviord hedth
sarvices and supports.  The HUSKY plans will continue to be responsible for behaviora
hedth care provided in primary care settings and they will be responsble for pharmacy
sarvices. Paents of children with mild behaviord hedth disorders may decide to use
primary care behaviord hedth services, however, they will be free & any time to use the
behaviord hedth specidty services available in the KidCare program.

Non-HUSKY digible children may be able to access KidCare through the Voluntary
Services Program. The application process will be handled by the Lead Service Agencies
and digibility will be determined by the Adminidrative Services Organization according
to DCF palicy. Clinical and functiond criteria that govern access will be reviewed and
modified for this purpose.
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Risk

Under a full-carve out design, more than $200 million will be budgeted for this program.

While these resources should be sufficient to address the needs of al enrolled children,

there will need to be protections in place to guard againg excessve and unrestrained
growth over the long term. This relates then to the second magor design question, which
is who should bear risk (State, ASO, or LSAS), and to what extent risk should be shared.
Under the proposed design, the LSAs are not expected to bear financia risk during the
initid phases of this reform.  However, mechanisms will be required to ensure
accountability for cost, qudity, and the appropriate use of available resources.

Benefits

The centerpiece of KidCare is a comprehensve benefit package made possible by the
integrated management of DSS and DCF funding dreams including Medicad (Title
XIX), State Children's Hedth Insurance Program (Title XXI), Title IV-E (board and
cae), and State generd funds. The comprehengve benefit includes a full complement of
outpatient trestment, day program, home-based, and care coordination services, as well as
out-of-home sarvices such as reddential center treatment, thergpeutic foster care, and
hospitdization. The benefit package dso includes a range of non-medicd support
sarvices, such as respite care and therapeutic recrestion, which are often essentid to
dlow children with behaviord hedth disahilitiesto live in their homes and communities.

Families

Families will play an indrumentd role in ensuring that esch aspect of the sysem is
accountable and responsive to the needs of children with behaviord hedth disorders and
thar families DCF is supporting the development of a family support organization to
assure that children with behaviord hedth needs and their families have voice, access,
and ownership in the devdopment and implementation of their sarvice plans.  Families
will have opportunities for involvement & multiple levels, from locd family advocecy to
input into policy and planning. Family involvement will hdp make KidCare responsve
to families and accountable to communities.  Efforts will be made to make childcare and
trangportation avalable, and meeting times will need to be set with specid attention to
family schedules KidCare providers will respect the confidentidity of families enrolled
in the program. The LSAs will practice in accordance with State and Federd
confidentidity laws.

Service Delivery System

DCF and DSS will adminiser KidCare under an interagency agreement. The agreement
sets forth a pre-implementation process, 0 tha both Depatments are involved in
building the management infragtructure and developing the policies, procedures,
contracts, and standards necessary to support DCF' s adminigtration of the program. Post-
implementation, DCF will have respongbility for management of the KidCare program.
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DSS will monitor program compliance with Medicaid and SCHIP requirements.

The new organizationd dructure (see Fgure 1) will include an Adminidrative Service
Organization (ASO), Lead Service Agencies (LSAs), and Community Collaboratives.
This dructure is described in detall in Section 1V. DCF will procure and contract with an
ASO to asume responghility for cdams payments reporting, data management,
contracting and other functions that are best conducted centraly. The DCF regiond
offices will in turn contract with LSAs sdected under a competitive procurement. No
fewer then five, but no more than twelve LSAs will be sdected; the find number will be
determined by a variety of factors including the number and qudifications of respondents
to the RFP, and financid analyses of sarvice and adminidrative dollas avaldble to
finance the sygem. The LSAs will assume responghility for managing the care of dl
enrolled children resding within ther desgnated catchment aress.  LSAs will have
authority to manage service utilization and will have responshility for loca qudity
management and for overseeing the development of loca community resources.

The Lead Savice Agencies will be responsble for ensuring that all enrolled children
have access to quality behaviord hedth services, and they will have specid responghility
for the care of children with complex behaviord hedth service needs.  Children with
complex service needs require the coordinated involvement of multiple State agencies
(eg., DCF, State Department of Education, Department of Menta Retardation, Court
Services, and, for older children, Depatment of Menta Hedth and Addiction Services).
In addition to specidized treatment and educationd services, families of these children
often require non-medical support services such as respite and mentoring and the
voluntary support of friends, reatives, neighbors, churches, support groups, and other
community organizations.

The LSAs will employ care coordinators to work with families of children with complex
sarvice needs.  The care coordinators will partner with families and children to design
flexible, Individud Service Plans. Although Lead Service Agencies are accountable for
the care provided by care coordinators, most of the care coordinators will be based at
provider agencies located throughout the LSA’s catchment area.  Thus, most of the care
coordination will be caried out within locd Community Collaboratives A Community
Collabordtive is a loca consortium of providers, parents and service agencies that have
organized to develop coordinated, comprehensve community resources for children with
complex service needs and ther families. Formerly referred to as Locd Systems of Care
(LSOC or SOC), the Collaboratives may be smal or large, encompassng from one to
twenty cities and towns. Members of the Collaboratives have close working relationships
and intimate knowledge of local needs and resources and thus are in the best postion to
work with families to cregte child and family specific teams and dedgn Individud
Service Plans.
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| mplementation

The implementation of this reform is best conceptudized as an incrementd process, one
that requires the deveopment of additiond management and adminidrative capacity
within the Departments as well as sarvice infrastructure and human resource development
a levels. The Departments have established July 1, 2002 as the target date by which the
new integrated funding sysem will begin to be phased-in.  Significant work needs to be
done before full roll out such as financid andyss and budgeting, design and execution of
an interagency agreement, HUSKY B legidative changes, a new 1915B Medicad waiver
and waiver amendment, and LSA/ASO procurement and contracting.

Pre-implementation (January 1, 2001-June 30, 2002). The most important piece
of groundwork is community readiness—including community members, schools
providers, families, and advocates. Preparation for phase-in will be conducted over the
next 18 months. During this period DCF and DSS will be engaged in efforts to improve
sarvice ddivery and address some of the systems most pressng problems. DCF will be
introducing a range of new and expanded services, including services that will be part of
the comprehendve benefit avalable under KidCare. Specid services such as care
coordination, family advocacy, and emergency mobile psychiatric services will be greatly
enhanced to better respond to children with specid behaviord hedth needs  The
renvestment of dollars obtained through Federa revenue (i.e, Medicad) maximization
will help offset the cogt of this enhancement in sarvices. Changes in practice will aso be
supported by the implementation of the KidCare training plan.

During the interim, DSS is conddering changes to the HUSKY A program that would
improve collaboration between DCF and the HUSKY managed care organizations
(MCOs) in the care of children with gspecid behaviord hedth needs and support
comprehensve and coordinated outpatient service plans. The program changes would
involve the introduction of a new risk sharing arrangement for outpatient care, dong with
a modification of the exiding rensurance schedule for inpatient psychiaric care.  These
modifications will hdp keegp plans involved in the care of children with extended
inpatient stays and will provide the plans with an incentive to support comprehensve
community-based aftercare.

Financid andyss to support the proposed KidCare mode has been hampered by
incomplete HUSKY encounter data. The proposed HUSKY risk sharing arrangements
should help to remedy this problem. DSS's rembursement of the plans will be based on
clams pad. This will creste a powerful incentive for the HUSKY plans to improve the
completeness of the encounter data. DSS's ability to determine actua behaviorad hedth
expenditures and to make future projections should be greatly enhanced as aresult.

Implementation (July 1, 2002=»). Under the current phase-in model, DCF would
procure and contract with an ASO to adminiger a full cave-out of the HUSKY child
behavioral hedth benefit, beginning July 1, 2002. Shortly thereafter, LSAs would be
brought onrline in two caichment areas. An enhanced benefit induding non-medica
support services (eg., respite, mentoring) would be introduced in these catchment arees.
The LSA would assume responghbility for managing the full KidCare benefit package,
which would include the HUSKY bendfits and the enhanced benefits. Additiond LSAs
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would be added in a sequentid manner until the entire program is in operation statewide.
The phase-in is expected to be completein 1 to 2 years.

The sections that follow provide a more detailed description of the proposed plan
induding policies, adminidrative functions, lines of authority, accountability, and family
involvement.  This proposd represents a work in progress.  Desgn changes and
refinements are likdy in response to input from the Generd Assembly and the citizens
and gtakeholders who will be directly affected by these changes.
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1. Eligibility

KidCare will enrall children under the age of 19 years from the following categories:

HUSKY A digible children including al children in DCF child protective services or
juvenile judtice,

HUSKY B digible children incdluding children in income bands 1 and 2, and
Children who gpply and qudify for the DCF Voluntary Services Program.

DSS will retain authority for determining digibility for HUSKY A and HUSKY B as
outlined in the Title XIX and Title XX State plans. In the case of HUSKY B, DSS has
delegated this respongbility to Benova, the HUSKY enrollment broker. No change in the
HUSKY digibility criteria will be required, dthough the Sate plans will need to be
amended and approved by the Federal Hedth Care Financing Adminigtration (HCFA) in
order to dlow enrollment in KidCare. Parents who apply to HUSKY in order to gan
access to KidCare will have the same due process rights as any other HUSKY applicant.
DSS is currently examining mechaniams to permit children in HUSKY B, band 3 (i.e,
band in which parents pay full premium) to paticipate in KidCare, involving ether a
limited benefit or additiond options for cost sharing.

The DCF Voluntary Services Program is desgned to serve children with specid
behaviord hedth needs and ther families.  Children who qudify for the Voluntary
Sarvices Progran receve DCF funded services without families having to give up
custody of their children. Children who do not quaify for KidCare through HUSKY A
or B, may be able to access KidCare through the Voluntary Services Program. The
Voluntary Services Program is not an entittement and thus access to KidCare through
Voluntary Services will be regulated by DCF based on resource availahility.

DCF will continue to manage access to this program directly during the initid phase of
implementation. Once the LSAs have been edtablished, it is anticipated that DCF will
ddegate management of the gpplication process to the LSAs.  The Adminidrative
Savices Organization will be responsble for determining digibility and will do 0 in
accordance with DCF policy. The Voluntary Services Program criteria are based
primarily on a childs symptoms and functiond datus. These criteria will be reviewed
and may be subject to change.

LSA management of the Voluntary Services gpplication process will offer the advantage
of loca access to a community agency, which parents prefer to access through the State
sydem. The LSAs will provide a less thregtening, less sigmatizing, and more family
friendly point of access. Parents of uninsured children will be encouraged to apply for
coverage through HUSKY and will be offered assstance with the application process.
Cogt sharing requirements for parents of children who are enrolled through the Voluntary
Services Program will continue, but dternative means for adminigering the cost sharing
requirements (currently conducted by the Department of Adminidrative Services) will be
explored.
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[1l. Benefit Design

KidCare will provide acomprehensive benefit package that includes arange of
behavioral health treatment services and non-medical support services. KidCare will
aso encourage reliance on natural community supports which are essentid to achild's
long-term success in the community. Each of these service types is described below
adong with alig of examples.

Behavioral Health Treatment and Related Services

Behaviorad hedlth treatment services include those services that are necessary to correct
or diminish the adverse effects of amenta hedlth or substance abuse disorder. Most of
these services quaify, in whole or in part, for reembursement under Medicaid or SCHIP.
These sarvicesinclude, but are not limited to the following:

Individua psychotherapy (home-based and outpatient)

Family thergpy (home-based and outpatient)

Group therapy

Psychiatric and substance abuse diagnogtic evaluation

Psychologicd testing

Intensive outpatient program (menta hedth/substance abuse/dua diagnosis)
Extended day trestment program

Partid hospitaization program (menta health/'substance abuse/dud diagnosis)
Inpatient hospitaization (mental health/substance abuse/dud diagnoss)

I npatient detoxification

Mobile crisslemergency services

Out-of-home thergpeutic Sabilization

Conaultation

Professiona parenting

Treatment home/therapeutic foster care

Group home care

Residentid trestment center care (mental health/substance abuse/dual diagnosis)
Medical transportation

Care coordination

It isanticipated that Connecticut’s menta health parity law will gpply to the above
behaviora hedth trestment and related services. Accordingly, there will be no arbitrary
day, vist, or dallar limits. However, coverage for these services will only be provided
when medicdly necessary. The DSS definition of medica necessity will apply. The
current definition is as follows
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Health care provided to correct or diminish the adverse effects of amedica condition or
mentad illness, to asss an individual in ataining or maintaining an optima level of
hedlth, to diagnose a condition or prevent amedical condition from occurring.

KidCare will not cover hospital-based emergency services, pharmacy, and behavioral
hedlth services provided by primary care providers. For children enrolled in HUSKY A
and B, coverage for these services will be the responsbility of the HUSKY Managed
Care Organizations (MCQOs). For dl other children, payment for these services will be
the responsibility of the current insurance provider or parents.

Non-Medical Support Services

KidCare benefit package aso includes non-medical support services. These services are
used to help a child to function safely and independently in the community and to hep
support afamily’ s aility to care for achild with specid behaviord hedth needs. Non+
medical support services available in the KidCare benefit package include:

Behaviord assstance (home-based or community aide support)
Outreach/information/referrd

Family-to-family support

Out-of-home crigs respite

Therapeutic respite care

Supported recreation

Supervison of natura community supports (see below)
Non-Medica Trangportation

Nor+medical support services will not be subject to amedica necessity sandard and are
not expected to be subject to mental hedlth parity. However, these services will be
subject to care management by the LSA and/or ASO (see Section V). Other limitations

may aso apply.

Non-Paid Natural Community Supports

In order for children with behaviord hedlth service needs to be successful in their
communities over thelong term, these youth and their families will need to rely on
informal, voluntary relationships and supports, gpart from KidCare covered services.
KidCare funded care coordinators are responsble for helping familiesinvolve or develop
these natural community supports.

For example, parents occasionally need a respite from caregiving in order to have some
time for recreation, errands, or to atend to other children in the family. Inthe caseof a
child with specia needs, these sorts of bresks can be difficult to arrange because the child
presents unique chalenges. The child may require uninterrupted supervision or adult
atention in order to prevent impulsive aggression or sdf-injurious behavior. A parent
may be able to arrange for a neighbor to watch her son or daughter so that she can go
bowling once aweek in the evening. The neighbor may be willing to help out. The care

Community KidCare: A Plan to Reform Children’s Behavioral Health Servicesin Connecticut  Page 16



coordinator and parent could provide some training to the neighbor and arrange for back-
up support so the neighbor has someoneto call in the event of acrigs.

The development of a hedthy relationship between avolunteer and a child and family
cannot be left to chance. These reationships often require careful planning and
supervison to help prevent a volunteer from being overwhelmed or confused by achild's
behavior and to ensure that the volunteer responds in an gppropriate manner. Although
natura community supports are volunteers, supervison of these supportsis rembursable
whenitispart of the Individuad Service Plan. Thisincludes, for example, time that a
clinician spends with a scoutmaster providing guidance on how best to include and
support achild’ s participation in mainstream scouting activities.

Theligt of potential sources of support and ways to use these supportsis endless, limited
only by the imagination and ingenuity of the parent and the local community. A few
examples are asfollows:

Rdatives, neighbors, and friends

Mentoring programs

Faith communities

Recregtiond groups or programs

Sports clubs

Socid and recreational clubs (e.g., Boys and Girls Club)
Business and civic groups (e.g., Rotary Club, Lions Club)
Private employers

Support groups

While KidCare will not pay directly for these supports, the plan may provide assistance
to alow achild to begin involvement with, for example, a sports group or business. A
care coordinator or behavioral assistant could be helpful in teaching the adults (e.g.,
coach or employer) about a child’s specid needs and how those needs could be
accommodated in away that would be beneficid to everyone. This assstance could
increase the likelihood that a group or business would get involved with a child with
gpecia needs, reduce the risk of adverse incidents, and help take advantage of the
potentid therapeutic vaue of the activity. The assistant could be present as an on-Ste
support during the initid phase of a new activity, and then reduce involvement over time.
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V. Administrative Structure

KidCare will require a new st of organizationd dructures under the direction of DCF.
These organizational dructures will support the effective and efficient management of a
reform that involves new services, new methods of financing and contracting, and new
functions for organizing and coordinating care.  The proposed dructure represents a
ggnificant evolution of the HUSKY A and B service modds as well as the Connecticut
sysem of care modd edablished under Public Act 97-272. The new approach is
designed to accommodate a dramatically increased locd role in sarvice delivery and care
coordination. It will maintan and enhance the community supports and communication
processes, which the current sysems of care groups have begun developing on a
voluntary basis without ggnificant resources. The responshbilities of the Regiond
Advisory Committees will be expanded to ensure that KidCare remains responsive to the
needs of children, families, and communities,

The new organizational components presented in Figure 1 and described below include
the fallowing:

A dngle daewide Adminigrative Service Organization (ASO) will be
regponsble for the adminidration of KidCare funding and will provide other
datewide  adminigrative  functions  including cdams  processng,  network
development, provider contract processng and management, credentiaing, provider
relations, member sarvices, digibility determination for children entering under the
Voluntary Services Program, data reporting, and Federal financid claming and
reporting. Because of the consderable technical expertise required to create and
mantan a cae management depatment and the disproportionatdy  high
adminidrative costs associated with smal scde care management  operations
(duplicated across LSAS), the LSAs will not be expected to build their own care
management departments.  Instead, the ASO will provide a care management
infrastructure for use by the LSAs and it will be responsble for providing care
management services in any region without an LSA during the trangtion period.
The ASO will establish a care management outpost in each LSA. The outpost will
condst of remote computer terminds with access to the ASO's management
information system (MI1S) and care managers trained and sdaried by the ASO.

A Lead Service Agency (LSA) will be edablished in each non-overlgoping
geographic catchment area. No fewer than five and no more than twelve catchment
areas and corresponding LSAs will be established dtatewide. Each LSA will be
responsble for managing the ddivery of behaviord hedth services for dl children
enrolled in its service region. The LSA will be responsble for care management
decisons (rdying on ASO cae management infradructure), locd qudlity
management, resource development, emergency mobile psychiatric services, and
Voluntary Services gpplication processng. The LSAs will dso employ cae
coordinators who partner with families to creste and implement Individuad Service
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Fans for children with complex service needs. The care coordinators will be hired
in partnership with members of the Community Collaboratives and the mgority will
be outposted among the Collaboratives providers.

Each LSA caichment area will have one or more Community Collaboratives
(formerly referred to as local systems of care, LSOCs or SOCs).  Community
Collaboratives are composed of locd providers, families and service agencies that
have organized to develop coordinated community resources for children with
complex sarvice needs and their families  The Community Collaboratives will
paticipate in DCF Regiond Advisory Councils, provide outreach to draw in
community resources, coordinate behaviora hedth services and supports, conduct
community needs assessment to identify service gaps and priority investment aress
for the State and L SAs, and provide public education and support.

A daewide Family Support Network will be developed with locad chapters to
hep build cgpacity for family involvement a dl levels, from individud children to
satewide policy development and oversight.

The DCF Regional Advisory Councils (RAC) will sarve in an advisory capacity
for KidCare, focusng on LSAs within ther respective service regions RAC
membership will be reviewed to ensure induson of families, providers,
Collaborative representatives, and other persons responsible for services to children.

The Children’s Behavioral Health Advisory Committee to the State Advisory
Council on Children and Families (PA 00-188), with representation from consumer
families, providers and other dgnificant persons will provide an opportunity for
input from a broad cross-section of interested parties.

The development of these dtructures will be overseen by a State Agency Consultation
Group, which will provide drategic planning and support for the development and
implementation of the expanded system of care, with representation from DSS, DCF, the
State Department of Education (SDE), the Department of Mental Retardation (DMR), the
Depatment of Mentd Hedth and Addiction Services (DMHAS), the Depatment of
Public Hedth (DPH), Court Support Services, the Judicid Branch/Court Support
Services Division, and OPM.

Adminigrative Service Organization

An Adminigrative Service Organization (ASO) will provide a range of adminidrative
sarvices and supports. It is expected that one ASO will be able to provide dl of the
functions outlined below. However, the State may dect to contract with more than one
entity to provide ASO functions if this is determined to be in the best interest of the
initigtive.

The ASO is intended to serve as a shared adminidrative back office for al LSAs By
centrdizing sdected adminidrative functions, it is possble to achieve efficiencies and
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economies of scale that would not otherwise be possble. Beyond the sart-up phase,
respongbility for care management will be delegated to the LSAs. Once the system is
fully functioning datewide, the ASO will not be involved in determining when, how, by
whom, and for how long care is provided, except as a backup to the LSAs. The ASO will
be subject to a performance-based contract employing both ewards and sanctions tied to
performance on each of its essentid functions. The ASO functions are as follows:

Claims processing

The ASO will be respongble for processing dl clams for behaviord hedth
tretment services and nonrmedical support services. Fadt, rdidble dams payment
has been a problen for the HUSKY plans and ther behaviord hedth
subcontractors.  Moreover, timey payment of service clams has been the Achilles
Hed of severd dmilar reform initiatives across the country. Among the gods of
KidCare is to effect a dramaic improvement in the rdiability of cams processng
for child behaviord hedth sarvices in Connecticut.  This requires diminating the
economic benefit that accrues to an entity that delays or administratively denies
payment. Peformance measures will include the timdy payment of dean cdams
and the percentage of clams that are clean on fird submisson. This latter measure
will provide an incentive to the ASO to offer technicd support to providers who
encounter problems with clams submission.

I nformation M anagement and Reporting

The devdopment of ussful management information, essentid to effective and
efficient management at the LSAs as wdl as for Sate level planning and oversight,
often takes severa years. The ASO will be required to develop and mantan a
centrd database for financid, utilization, management, and outcome reporting.
They will be required to produce monthly, quarterly, and annud reports for various
audiences. These reports will need to include the full range of performance
measures in addition to information that will enable the LSAS to track sarvice use,
quality, and cost. Specid reports will be required for monitoring services provided
under Individua Service Plans, the codts for dl of the sarvices defined in the
Individud Service Plans, and performance measures specific to children served
under these plans.

The ASO will be required to track service cods that can be clamed under
agoplicable Federd funding streams including Title XXI, Title XIX, and Title IV-E.
It will be required to work with the DSS and DCF designated Federal claming and
reporting vendors to ensure that DSS and DCF meet dl Federd reporting
requirements associated with these funding streams.

The ASO management informaion sysem will be of centrd importance to the
adminigration of KidCare. The ASO contract will include provisons to ensure that
the management information capacity is not lost or ggnificantly compromised in
the event that the ASO contract is terminated. For example, in this circumstance
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the contract may require that the State has the right to continue use of the system or
that the ASO assumes responghility for the transfer of management information
data and functions to a new vendor or system.

Contract Processing and Credentialing

The ASO will be responsble for contract processng and credentiding any willing
provider of behaviord hedth trestment services or non-medica support services
tha meets minimum credentiding dandards.  Although the ASO will assume
responsbility for al aspects of contract processng and management, it will do so
according to the needs of DCF and the LSAs. As LSAs and their Collaboratives
develop new service options within their catchment areas, the LSA can refer these
sarvice providers to the ASO for contracting. To the degree that this new provider
is interested in providing services outsde the service region, the ASO will be
required to ensure that this provider's services are available to interested LSAs and
Collaboretives in other areas.  Credentiding policies and procedures will reflect
DCF requirements for demonstrating cultural competence.

The contracts will specify that the LSA respongble for any given enrollee will have
find authority over authorization decisons. Contract rates will be negotiated by
DCF and will be subject to the approvd of DSS. DCF will sgn dl provider
contracts in order to dlow retention of the network in the event that the ASO
contract is terminated.

Assigning respongibility for contract processng to the ASO has severd advantages.

ASOs typicdly integrate contracting and credentiding functions so that they can be
certan tha no contract is findized until credentiding is complete.  In addition, ther
contract management infrastructure adlows them to invedigate and/or suspend any
provider based on mapractice and fraud reports from the nationd practitioner
datadbase. ASOs dso rdy on software specidly designed for the management of
provider networks. This software makes it easy to determine whether provider
volume is aufficent for enrdlment in any given region and tha providers are within
a certain geographic radius of every member. Also, it can dlow this determination
to be made for different levels of service or savice types The ASO will be
respongble for making this informeation avallable and eedly accessble to the LSAs
to support their network development efforts.

There are other advantages to ASO contracting as well.  LSAs would need to
devdop formidable, codly, and duplicative contracting infrastructures & a time
when they should be focusng on forging collaborative relaionships, deveoping
resources, and promoting new care practices. ASO contract processing prevents
unnecessary contract duplication (eg., with magor hospitds and resdentid
treetment centers having to have contracts with dl or nearly dl LSAs) and
associated adminigtrative costs and burdens to LSAs and providers. It dso avoids
the need to maintan multiple fee schedules for every provider who has a contract
with more than one LSA and in turn reduces the complexity of dams payment.
Findly, an ASO will be in the best podtion to execute quickly the extensve array
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of provider contracts that this initiative is likdy to require, thus diminishing the
time necessary for gtart-up.

Provider Relations

The ASO will be responsble for developing a uniform, statewide provider manud
and provider directory. The provider manud will describe in full al of the policies
and procedures of KidCare. The provider directory will provide a comprehensve
list of service providers cross-referenced to LSA catchment areas, with redtrictions
when these aoply. The ASO may be required to create and mantan a WEB
accesshble guide to contracted services and service providers to facilitate care
coordination. This would alow care coordinators to access the WEB database and
search by type of service to identify providersin their service region.

Care Management Infrastructure and Transitional Support

There are many different, sometimes contradictory definitions of care management
in circulation throughout the United States. For the purpose of KidCare, care
management is defined as a sysematic process for reviewing trestment plans and
treetment authorization requests for both quality management and utilization
management purposes. Care management may involve prospective or retrospective
review and usudly involves prior autthorization and retroactive authorization
procedures.

Care managers are the front-line personne who review requests for authorization.
They evduae athorizetion requeds for medicd necessty and medica
appropriateness using written guiddines or criteria.  If a child does not meet criteria
for admisson or continued care, the authorization request is referred to a doctord
level reviewer. Doctord leve review is required before any service can be denied,
reduced, suspended, or terminated. The care manager or doctora level reviewer
may recommend that the clinician consder dternatives to the requested service.
Care managers do not have sole authority to deny a service.

The ASO will provide centrdized care management of Medicad and SCHIP
covered sarvices in any region without an LSA during the trangtiordl or phase-in
period. As LSAs are phased-in, the ASO will relocate or outpost its care managers
ondte a the LSAs It will in turn deegate authority for care management
decisons to the LSAs. The ASO will remain responsble for mantaining the care
management infrastructure. It will be respongble for timeiness of utilization
review procedures and notifications, care manager training, operaiond efficiency,
and reviewer rediahility.

While it might seem that the ASO would ill be in control of bca decisons, this is
not the case. The LSA adminigration will provide the doctord level reviewers who
co-review dl decidons to deny, reduce, suspend, or terminate a servicee These
reviewers may be LSA daff, independent contractors, or daff from affiliated
agencies. If necessary, the ASO may be required to contract with these reviewers in
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order to provide the LSA or independent reviewers with liability protection. Under
this modd, the LSA’s doctord levd co-reviewers will meke the find cae
management decisons.

Care managers will enter authorization data directly into the ASO's management
information sysem (MIS) through remote terminas located on-Ste at the LSA.
The use of a common (or shared) management information system offers clear
advantages to independently operated management information systems. It avoids
the condderable expense associated with deveoping multiple LSA  MIS
infrastructures, it eiminates the need to trandfer authorization data to the ASO, and
it ensures that authorization reporting is complete and consstent across LSAs. It
aso makes it possble for the ASO centrd office to provide back-up coverage when
an LSA’s care managers or doctord level reviewers are unavailable.

Even after full LSA phase-in, the ASO will be required to provide 24-hour access
for emergency inpatient admissons as a back up to the LSAs. The ASO will be
held to dtrict ease of access standards.  Providers must not be expected to wait for
hoursin aclinic or hospital emergency department for an authorization decision.

The ASO will be required to have a utilization review license from the Connecticut
Department of Insurance. In addition, the ASO will be expected to operate the care
management infrastructure in  accordance with Nationd Committee for Qudity
Asaurance standards (NCQA). These standards require, for example, that the care
management department undergoes an annud evauation by senior management or
a qudity improvement committee, gpplies written level of care/medicd necessty
criteria, edablishes inter-rater reidbility of care managers, employs licensed
doctord level reviewers in dl denid decisons, and meets review timeiness criteria
DCF will provide the medicd necessty and level of care guidelines for use in care
management reviews.

Member Services

The ASO will be responsble for producing a member handbook that clearly
describes the hedth plan benefits including behaviora hedlth trestment services and
non-medical support services and definitions. The handbook will dso describe the
coordination and care-planning services avalable for children with complex service
needs, member rights and respongbilities, and grievance and appeds procedures.
The handbook will identify esch of the LSAs, contact information, geographic
cachment areas, and Community Collaboratives.  These handbooks will be
included in dl of the welcoming packets for HUSKY A and B enrolled children and
Voluntary Service Program enrollees, and will aso be available upon request.

When members or ther parents have questions about accessng behaviord hedth
savices, it is important that there be a single, central toll-free number that they can
cdl for program information or referrds. The ASO will establish a toll-free number
for this purpose.  For children who are not dready recelving services, the ASO will
provide parents with the names and phone numbers of local providers and their
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LSA. Paents of children who have more intensve or complex needs will be
transferred directly to the LSA for assistance.

The ASO will dso be required to maintain a 24-hour toll-free warm-line service for
parents with urgent questions or a child in criss. Responshility for handling these
cdls can be worked out individualy between the ASO and each LSA. Some LSAS
may request to have dl cdls tranderred to ther own cal centers or mobile
emergency psychiaric services Others may wish to handle only those cdls that
require a mobile emergency psychiatric response.

L ead Service Agencies

The Lead Service Agencies (LSAS) will be responsible for ensuring access to KidCare
covered services and for the quality of those services for dl enrolled children who reside
in ther respective catichment areas. They will have responshility for service resource
devdopment, care management, locd qudity management, care coordination, family
involvement, and training, under a contract with ther DCF regiond office The LSA
catchment area boundaries are not intended in any way to restrict access to providers.
Parents and the LSAs will be free to use any provider in the ASO’s contracted network.

There were many responses to the August 2000 Request for Information related to
whether an LSA should be a current provider of children's behaviord hedth services, an
organization providing a damilar role for adult mentd hedth services or an organization
that exclusvely coordinates and manages the deivery of children's behaviord hedth
sarvices and resources.  Although concerns were expressed about alowing a provider
agency to sarve as an LSA, the advantages appear to outweigh the disadvantages. The
provider applying for the LSA role in a catchment area may be the dominant provider of
children's behaviora hedth services as well as the organization best equipped to perform
the LSA role. Requiring an organization to choose between the roles of service provider
and LSA could result in the loss of an important service provider. Furthermore, there
was no support for having managed care organizations assume these roles.  Alterndivey,
dthough it is possble to deveop new regiond organizations that exclusvely coordinae
and manage the ddivery of children's behaviord hedth services and resources, this
would add condderable time to the dart-up process and it would add dgnificant
adminigrative overhead.

The primary concern with having provider agencies play the role of LSA is that they
might use ther dud role to competitive advantage, for example by excuding other
providers from the network, by providing themsalves with lower authorization thresholds,
by paying themsdves higher rates, or by deering referrds to their own agency or
dfiliates. The proposed design, therefore, offers safeguards aganst some of these
problems. Others will need to be developed based on continued input from families and
providers and the experience of other States. Some anticipated safeguards are as follows:

The ASO will be responsible for contract processng for any willing provider that
meets credentiaing sandards,
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DCF will be responsible for rate setting (subject to approvd by DSS);
Families will have a provider directory that lists al network providers statewide;

Families who recelve care coordination services will be provided with a list of
network providers from which to choose, once ther Individud Service Plan has
been developed;

A provider report card will be developed and published on a regular basis
containing consumer satifaction and outcome measures to guide families in ther
choice of network providers,

Satisfaction surveys will be conducted by a family organization to learn the extent
to which families believe they had freedom to choose from among a pand of
savice providers, and were not inappropriately influenced by the care
coordinator; and

Referrd and authorization practices will be reviewed by DCF to ensure that these
practices are not biased in favor of the LSA. Changes in LSA service volume will
be monitored and service expansons may be capped as has been done in other
system of care inititives.

The LSAs will be held accountable under performance-based contracts with the DCF
regiond offices. DCF will st performance targets in a range of aress, including quaity
and cogst. An incentive pool will be crested and distributed among the LSAs based on
their performance on quality and cost targets and adjusted for LSA enrollment. The
LSAswill be required to reinvest these dollars in the service system.

The LSAs will have two ways to achieve cost targets. They can 1) use the ASO's care
management  infragtructure to manage Uutilization and 2) develop more cod-effective
aoproaches for providing clinicdl care.  Care management is a critica, but chdlenging
agoect of hedth services adminidration. It is often adversarid and thus can serve to
polarize relaionships within an LSA (eg., between care management and clinica service
providers) and between the LSA and its network providers. However, care management
can be an effective tool for controlling costs and arguably should be among the LSA’s
functions.

The second drategy, developing more codt-effective gpproaches for providing dinica
cae, is actudly an aray of options that include early intervention services, community-
based approaches, evidence-based practice, and other enhancements in the service
deivery process An LSA’s qudity management team could work with individua
providers and Collaboratives to introduce more effective care practices. The LSAs will
have virtudly unlimited options for improving care, some of which could be supported
by incentive dollars. For example, an LSA could focus on care coordinator training, new
procedures for hospita diverson, tdeconferencing of child specific team mestings,
introduction of evidence-based practices, ealy intervention with young children at risk
(eg., aggressive 3-5 year olds in day care), creation of new network resources (eg.,
therapeutic horseback riding), or partnerships with primary care.  With respect to the
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later, they might work with primary care providers to assume responghility for
prescribing for children in psychothergoy who have mild to moderate and less complex
disorders.  Primary care providers could assume prescribing responsbility for more
complicated children for whom medication type and dose ae wel edablished. This
would improve access to child and adolescent psychiatrists, reducing service costs (PCPs
areless expensve and paid by HUSKY plans) without sacrificing quality.

The proposed arrangement dlows the LSAS to focus on clinical care and quality without
having to occupy themsdves with nonclinicad adminidrative and operationd matters.
The ASO is a back office avallable to dl LSAs to help them accomplish ther quality and
cost objectives. The LSAs will depend on the ASO for reliable clams payment, fast and
efficient contracting, and the devdopment of clear provider and member-oriented
materids. Mog important, they will rdy on the ASO for providing them with timely,
accurate, and organized reports about how ther region is performing on quality, cost,
management, and outcome targets. The ASO will be subject to DCF contract incentives
and sanctions based on how effective they arein serving the LSAS.

When fully implemented, KidCare will have no fewer than five and no more than twelve
LSAs with responsibility for members in dedgnated caichment areesss The LSA
catchment area boundaries will be consstent with DCF regiond boundaries. Any given
region may contain one or more LSA service areas.  To be mogt effective in meeting the
needs of children in crigs the LSAs will need to provide emergency mobile psychiatric
savices (EMPS). The LSAs may operate ther EMPS programs themsalves or through
subcontracts.  Any given LSA may operate or subcontract with one or more EMPS
programs.

DCF has begun preparing an RFP for LSAs. Greater weight will be given to applicants
that propose to cover more than one area within a DCF region. Selected respondents will
earn the right to enter into contract negotiations with DCF.  DCF will reserve the right to
negotiate service area boundaries and to determine the fina number of LSASs based on a
vaiety of factors including the qudifications of respondents and financid andyses of
dollars avalable to administer the sysem. Proposas may be rgected a any point in the
procurement and negotiation process. DCF may choose to conduct a joint EMPSLSA
procurement within asingle RFP.

The following list summarizes the functions for which the LSAs will be responsble

Networ k Development

The LSAs will be responsble for developing a service network sufficient to meet
the needs of KidCare members in its caichment area. LSAs will refer new services
to the ASO for contract processing and DCF sgnature.  This may require a new
contract (for new providers) or an amendment to an existing contract for providers
who are offering a new service:. The LSA may use necentive dollars, as available, to
develop the infrastructure for new services and to pay for these services until the
modd has been established and a fee-for-service contract is in place with DCF. The
sarvice network will be expected to encompass and embrace the ethnic and cultura
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characterigtics of the communities they serve.  Each LSA will be required to
demondrate that it has assembled a comprehensve network of providers with
representation & esch levd of the savice continuum and mesting minimum
geographic access standards for any enrollee regardless of town of residence.

Care Management

Each LSA will have authority over care management decisons for children enrolled
in its catchment area.  DCF will provide medicd necessty and level of care
guiddines for use in care management reviews. The LSA may be permitted to
modify these guideines to better-fit regiona resources and management objectives
and to reflect the input of families, community members, and providers. These
modifications would be subject to the review and gpproval of DCF.

Depending on the care management modd, prior authorization can be required for
all decisons to initiate or continue a trestment or it can be selective focusng only
on decisons that have important qudity or cost implications. For example, prior
authorization could be required for admisson to an intendve service (i.e, inpatient
hospitaization, resdentid trestment, or patia hospitdization), continued day in an
intengve service, or continuation of a nonrintensve sarvice that exceeds frequency
or duraion thresholds (eg., 3 timesiweek psychothergpy or more than one year of

psychotherapy).

LSAs will be expected to use a sdective care management approach. The LSAsS
may be permitted to adjust the thresholds that trigger a care management review. It
is expected that most LSAs will dlow 15-25 outpatient trestment sessions without
prior authorizetion. Assuming sufficient trust has developed between an LSA and
an intendve ambulaory service provider, the LSA might dso permit, for example,
admisson to an intensve ambulatory service for up to 3 weeks a the discretion of
the program and the referring dinician, agan without prior authorization. It is
likdy that the LSAs will manage inpatient hogpitd, resdentid, and other
inditutiona stays more closdly.

Care managers will aso manage access to care coordination services for children
with complex sarvice needs. The care managers will review dl new requests for
care coordination services to determine whether the child meets criteria These
reviews will be subject to doctord level co-review if the request does not appear to
meet criteria. Once care coordination services have been authorized, the care
coordinator will form a Child Specific Team involving the family and other persons
of the family’s choosng. The Child Specific Team will be responsble for
devdoping an Individud Service Plan, which will outline necessay behaviord
hedth treetment and non-medicd support services. This plan would be
automatically authorized unless it exceeds the usud range of service units.  In that
case, the LSA’ s care manager would be required to review and approve.
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Emergency M obile Psychiatric Services

Emergency mobile psychiairic services are the only dlinical services that are not expected
to operate under a fee-for-service contract managed by the ASO. Ingtead, the LSAs will
be responsble for providing emergency mobile psychiaric services directly or by
subcontract. The service modd will require that teams of professonds are avalable to
children in their homes, in emergency rooms, in schools, and in community settings. The
teams will conduct immediate menta hedth assessments and arange for the best
avalable interventions including hospitdization, crigs dabilization, or immediae
support servicess A specidized mental hedth care coordinator will be assgned to
provide additiond support to the child and family. The care coordinator will adso be
responsble for referring cases to gppropriate community resources and if necessary,
Community Collaboratives for more intensive coordination of trestment.

Emergency mohbile psychiaric sarvices must be available 24 hours a day for immediate
assessment and criss intervention.  Following initid phone screening, it is anticipated
that teams of professonas will be avalable to children and youth that are in need of
immediate face-to-face assessment.  With access to psychiaric consultation whenever
necessry, these teams will be respongble for admitting or diverting all children from
psychiatric hospitaization, and for developing an immediate crigs intervention plan.

The Lead Service Agency will be responsble for oversight of this service and for
ensuring that clinicd teams are avalable and responsve to the needs of children and
youth within their respective caichment aress.  In addition, the LSA mus ensure that
gopropriate criss intervention plans are developed and implemented. For those children
requiring hospitalizetion or crids dabilization placement, the LSA is regponsble for
ensuring that appropriate discharge planning teams are convened with input from parents
and that the youth is discharged to an dternaive community-based step-down program as
soon as medica clearance is obtained, or the nonrmedica facility indicates discharge is

appropriate.

Care Coordination

The LSAs will be respongble for providing care coordination services to families
who have children with complex service needs. The LSAs may provide care
coordination services ether directly or through subcontracts. Care coordinators will
patner with families and be responsble for convening child specific teams the
devdopment of Individud Service Plans and monitoring the effectiveness of those
plans. The child specific team will have the authority to gpprove an Individud
Savice Plan within certain limits edablished by the LSA’s care management

department.

The care coordinator will dso gather and organize information from al access
points within the region and edablish an individud file for each child and family in
a centrdized database. The assessment and service planning protocol will be
uniform across dl care coordination agencies dtatewide. Care coordinators will be
responsible for goproximately twelve families. The coordinator will:
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Identify, organize and coordinate assessments based on a common protocol;
Coordinate involvement of family advocatesin treatment planning;

Desgn sarvice packages with the family and the child specific team, based on
assessment results;

Manage information and monitor service progress, and
Assg in problem solving as identified by the family.

Whether the care coordinators are hired directly or obtained through subcontract,
the mgority of the care coordinators will be outposted with provider agencies
throughout the service region. Every Collaborative will be expected to have care
coordinators placed with one or more of the participating agencies.  This
arrangement will facilitate access to care coordinators by ensuring that they work
within the communities that they serve.  Care coordinators will be traned and
supervised by the LSAs, which are ultimately responsble for the qudity of ther
SEIVices.

In the response to the Request for Information, providers were equaly divided on
whether care coordinators should be hired by the LSAs  Centrdizing care
coordination services a the LSA provides severa advantages. It supports
consgency of traning and supervison and it facilitetes the development of a team
of care coordination experts who can share knowledge and experience as they cary
out these mgor reforms in practice. It will dso ensure that there is a single point of
authority, responghility, and lidbility, which is especidly important in the forméative
dages of this reform.  Findly, the LSA will be better able to support care
coordination decisions through the authorization process if the coordinators are part
of the LSA. For example, as an employee of the LSA, the Individua Service Plan
could be approved immediately by the child specific team instead of having to seek
additiond authorizetion from the LSA.

Quality Management

One of the primary roles of the LSAs will be to assure and improve qudity of care
in their cachment aeas. They will be expected to deveop internd qudity
management policies and procedures and to implement continuous quality
improvement projects related to the adequecy, effectiveness, and appropriateness of
child and family service resources. It is expected that these qudity management
activities will address care coordination processes, trestment and support services,
cultural and linguigtic appropriateness, and ongoing assessment of loca resource
needs.

The LSAs will work dosdy with DCF, ther sysem partners, family members and

the ASO to monitor and participate in quality improvement processes regarding
cient access and savice ddivery, fiddity to the Individud Service Pan/Child
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Specific Team modd for children requiring service coordingtion, and identified
performance measures for both the LSA and the larger system indicators.

Staff Development

The LSAs will coordinate and conduct education and Staff development for Staff
and network providers in collaboration with DCF and loca universities and colleges
(see Section X).

Family I nvolvement

The LSAs will work with representatives of a locd family support organization to
develop and support the use of family advocates for children and their families
The LSA and family support organization will work together to assure that the
children and families have voice, access, and ownership in the development and
implementation of ther Individua Service Pans The LSA will engage a family
support organization directly in the Individud Service Plan process when a family
90 requests, and will aso involve them in training and evauation functions.

Community Collaboratives

A Community Collaborative is a vehide through which locad communities can provide
coordinated, comprehensve services. It represents a partnership of families, providers,
locd and State agencies, and community members. Members of these consortia will
participate in Child Specific Teams as necessary and assst children and families in ther
geographicd area (usudly one or more adjacent towns). In the past five years, DCF has
supported the development of 22 Community Collaboratives throughout the State. These
Collaboratives were formerly referred to as Locd Systems of Care. The number of
Community Collaboratives or their service arees are expected to expand until every
community within the State is served by a Collaborative. Each LSA catchment area is
expected to encompass one or more Community Collaboratives.

Member ship

Membership on the Collaborative will include behaviord hedth service providers,
families of children who are active participants in the system, providers of other
sarvices and supports for this population, and community members not providing
system of care sarvices (eg., representatives from the faith based community,
busness, civic groups, locd education agencies, and juvenile court; other
professonal and non-professond community members).  The Collaboratives will
be encouraged to adopt by-laws edablishing the governance dructure of the
Collaborative and identify or establish a fisca agent willing and able to receive and
manage grant or incentive funds on behdf of the Collaborative.
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Responsibilities

The respongibilities of each Community Collaborative will include:

Paticipation in the Regiond Advisory Council, which oversees the
performance of the LSA,

Formation of child specific teeamsfor children with complex service needs,
Assessment of local resource needs and sarvice barriers,

Asessment of the suitability of services to meet the needs of a diverse
population,

Recommending priority services and supports for LSA or State agency
investment,

Community outreach to draw in diverse community resources, and
Public education and support.

The DCF regiond offices will provide the Collaboraives with Saff support to help
manage these activities.

Providers

Providers of behaviord hedth trestment services and non-medica support services will
have the opportunity to join the KidCare behaviord hedth service network. They will
submit gpplication materids directly to the ASO, which will manage the contracting and
credentiding process.

Providers will have the opportunity to expand exising services or enter new service
markets such as care coordination, thergpeutic recreation, or out-of-home criss care.
Providers will dso have the opportunity to expand their capacity for services delivered in
the home and a other off-Ste locations or develop new lines of business in collaboration
with community partners.

Contracted providers should anticipate that they will need to do the following to function
as part of an integrated system:

Use uniform screening and assessment protocols for children with complex service
needs,

Regiger new patients with the LSA or ASO for an initid episode of traditiond
outpatient therapy (e.g., 15-20 visits);

Obtain prior authorization from the LSA or ASO for continued care (eg., more than
15-20 vidts) and for more complex or intendve service plans (eg., patid
hospitdization);

Provide residentid care in concert with community-based family support services,
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Become Medicad providers as gopropriate for dl services including new out-of-
home and community-based services,

Participate in their local Collaborative s child specific team process,

Incorporate the role of family-run organizations and family-to-family support into
agency practice; and

Incorporate overal performance measures for children and families into agency
practice.

These changes will be supported to the degree possible through changes in the Medicad
program including the use of the rehabilitation option and targeted case management.
Providers will be encouraged to become Medicaid providers for a new set of out-of-home
savices tha will be financed under Medicad and for an aray of behaviord hedth
treetment and nonrmedicad support services (see Section 1l).  The introduction of a
Private NontMedicd Inditutions (PNMI) option is desgned to dlow Medicad
participation for the trestment portion of resdentid treatment facility and group home
admissons.

Providers will be pad fee-for-service for dl or nearly dl services incuding services that
may currently be grant subddized.  During the fird 1-3 years of implementation,
mechaniams may be put into place to protect providers from the reduction or diminaion
of grant subsdies, to the extent that providers are unable to achieve necessary revenues
from fee-for-sarvice billing. In addition, the provider fee schedule will be reviewed and
modified in order to introduce rates that are more advantageous to providers.

Regional Advisory Council

The Regional Advisory Councils (RAC) will be responsble for providing guidance and
feedback to the LSAs  The RACs ae comprised of participant families and
representatives from DCF, DSS, schools, providers, and, representatives of Community
Collaborative including members who represent the culturd and linguistic characteridics
of the community, anong others. Responsbilities will include:

Review of LSA performance in comparison to standards (for quaity and cost);

Review of local sarvice networks as compared to findings of needs assessment or
other emerging issuesidentified throughout the catchment area; and

Assstlance in securing additiona resources to increase the effectiveness of the locd
sarvice network.
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Department of Children and Families Regional Offices

The DCF Regiond Offices will have the following respongibilities

Execute and oversee contracts with the LSA,
Complete LSA readiness review prior to start-up,

Assure appropriate involvement of breadth of sysems in the design and ddivery of
carein the region,

Address problems in system of services and supports at the local leve,

Provide technical assistance and support to LSAs and Community Collaboratives,
Organize regiond training,

Coordinate regiona service sysem development where gppropriste (eg., identify
need for regiond servicesvs. local), and

Monitor LSA/service provider performance using agreed upon parameters.

LSA contract oversght will be a new respongbility for DCF Regiond Offices. This
difficult assgnment will be paticularly chdlenging in the early dat-up phase when new
roles and responghilities are being worked out. Five newly appointed mentad hedth
program directors have been assgned to each DCF regionad officee.  Among other
respongbilities, they will be required paticipate in LSA contract management. Many
provider contracts currently managed at the DCF Regiond Office level will become the
respongbility of the ASO to manage with DCF oversght. The child protective function
and related service contracts will remain with the DCF regiond offices.
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V. Enhanced Role for Families

KidCare will provide families with new and expanded opportunities for involvement in
the sarvice ddivery sysdem. This involvement will occur & multiple levels, ranging from
the development of Individuad Service Plans to input into policy and planning. Family
involvement will hep make KidCare respondve to families and accounteble to
communites.  To ensure this levd of family involvement, DCF is committed to
establishing a gatewide family advocacy organization.

There are four areas in which the paticipation of families will be enhanced. These
indude:

Families as partnersin planning the care of their children with complex service
needs,

Families as advocates for families with children with complex service needs,
Families as participantsin regiona policy and planning, and
Families as participants in State-leve policy and planning.

Familiesas Partnersin Care Planning

KidCare is designed to bring aout a fundamenta shift in the care planning and service
delivery process for children with complex service needs. Families of children with
complex service needs will be provided with the services of a care coordinator. The
family and care coordinator will become partners in sarvice planning.  Together, they will
convene a child specific team composed of individuas that the family and coordinator
fed are essentid for sarvice planning.  This might incdlude friends of the family or other
family supports, the family advocate (see below), dergy, behaviora hedth and/or
medica service providers, school personnd, and other members of the community who
are interested and able to serve as resources or supports. The goa of the team is to
devdop a plan tha the family feds will best support their childs hedth and
development, and best support the family in caring for ther child over the long term.
This team gpproach will require a shift in thergpeutic style for many professonds and
pargprofessonds, and therefore, training and supervison will be necessary to promote
the change in attitudes and skills required to support parent/professond partnerships.

Family Advocacy

Every family of a child authorized for care coordination services will be contacted by a
family advocate at the point of inteke. The family advocate will offer direct peer support
and assgance, working to ensure that the child and family have voice, access, and
ownership in the development and implementation of the Individud Service Pan. In
addition to hdping individud children and families with sarvice planning, the family
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advocates will paticipate in a variety of activities designed to make KidCare more
responsve and sengtive to families. They will:

Develop loca family support groups,

Assg in traning families and providers to act as patners in care planning and
system design,

Participate in the design and ddlivery of training curricula,
Participate in dl phases of system evauetion,

Be represeted in State, regiond and locd committees and Community
Collaboratives (see below).

DCF will issue a Request for Proposa (RFP) to strengthen the family advocacy program
throughout Connecticut. The number of full-time paid and volunteer family advocates
will be increased. In addition, a system will be developed to support recruitment, training
and management outside the DCF organizationd structure using contracts for services.

As proposed, the family advocacy program will be responsble for the overdl
adminigration of the program as wel as recruitment and training of family advocates.
The family advocacy program that receives this contract will be expected to sub-contract
with locd and specidized family advocacy organizations that emerge or dready exid in
Connecticut. This will hdp ensure that the advocacy services are culturally competent.
It is dso anticipated that family advocacy “resource centers’ will evolve as a result of
this effort.

Regional Policy and Planning

Families will dso play an important role in the devedopment of locd service sysems in
their own communities.  There will be two vehides for doing 0. Fird, families will be
represented on the DCF Regiond Advisory Councils (RAC), which will review the
peformance of LSAs in ther region. The RACs will review needs assessments
conducted by the Community Collaboratives and they will review LSA performance data
provided by the ASO. Second, families will have subgtantia representation in loca
Community Collaboratives and thus will have a voice in identifying resource needs and
issues rdaed to qudity of care such as family involvement in care planning.

State-level Paolicy and Planning

In addition to locd planning and resource development, it will be important for families
to paticipate in Saewide policy and planing. Since the inception of this initictive,
families of children with behaviord hedth disorders have been represented on the
Children's Behaviord Hedth Advisory Committee and have had ongoing input into the
desgn of KidCare. In addition, families are represented on the DCF State Advisory
Council (SAC) and the Children's Behaviora Hedth Advisory Committee to SAC, both
of which advise and provide recommendations to KidCare.
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Families will dso be induded in specidized committees edtablished to manage the
implementation and ongoing operations of KidCae. For example, families will be
included on the KidCare Quality Management Committee (QMC).
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VI. Child and Family Enrollment and Service Process

Enrollment

KidCare will be avaldble to dl HUSKY A and B (bands 1 and 2) enrolled children
including children under the care of DCF. Under this modd, HUSKY enrolled children
would automaticaly be emrolled in KidCare a the time ther enrollment becomes
effective with a HUSKY MCO. The ASO will send new KidCare enrollees a welcoming
packet with a member handbook and provider directory. The handbook will describe the
benefit package, the process for accessing KidCare treatment and support services, and
member rights and responsibilities.

KidCare may dso be avaldble to children who quaify for services under the DCF
Voluntary Services Program. Access will be regulated by DCF based on resource
avalability. Once the LSAs have been edtablished, Voluntary Services referrds will be
made directly to the Lead Service Agency. Children may be referred from one of the
DCF child serving programs (menta hedth, juvenile services), the courts, schools, or
through a direct request from the family/child. Parents may seek access through a
provider, emergency psychiatric service or by telephone through their regiond LSA or
the ASO. The Lead Service Agency will be respongble for working with parents to
complete the Voluntary Services gpplication. Once the application is complete, the Lead
Sarvice Agency will forward it to the ASO for digibility determination and assessment of
cost-sharing requirements.  If the child is determined digible, enrdllment will be
retroactive to the firg of the month on which the application was completed. The
enrollment processisillugrated in Figure 2.

Figure 2: Enrollment Process
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The Voluntary Services gpplication and digibility determination process is expected to
take less than 30 days, a substantiad improvement over the current 90-day average. In the
cae of a crigs, the LSA will expedite the gpplication process and the ASO will be held to
drict digibility determination timelines.  In the interim, the LSA will provide mobile
emergency psychiatric services as necessry without charge to the family. Responshility
for the cost of care provided during the application process (eg., outpatient therapy,
patid hospitaization) will be borne by the parent or the applicable third party. If the
child is determined €eigible for KidCare and the parent meets cost-sharing requirements,
these cogts would be digible for rembursement. These costs will, however, be subject to
third party ligbility requirements. KidCare is the payer of last resort. If the child is not
determined digible for KidCare or the parent does not meet cost-sharing requirements,
the parent under his’er insurer will be responsible for the costs of care.

Service Process

For children with mild to moderate service needs, parents will access care in much the
same way as they do now under the HUSKY program. They will be able to cdl KidCare
Member Services for a referral or sdf-refer directly to an outpatient provider of thelr
choice ligted in the KidCare provider directory.

If the family and the provider believe that additional services are necessary, either more
intensve or of another type, the provider can obtain authorization from the LSA, make
the necessary referrd, and coordinate with the new provider. The LSA will be avalable
to assig the provider in aranging for additiona services if necessary. Parents or children
who are dissatisfied with their provider will be encouraged to express their concerns to
the LSA or to file a forma grievance (see Section VIII). The service process is
illugrated in Fgure 3.

Figure 3: Service Process
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Routine Screening by the LSA

Care managers will screen treatment authorization requests to assess level of clinicd
need. The LSA will coordinae referrds to gppropriaie levels of care including criss
management. Depending on leve of risk and complexity of need, children and families
may be offered:

Urgent or emergency accessto clinic or facility-based services,
Emergency mobile psychiatric services,
Family advocacy services for assstance in accessing and utilizing services, and

Care coordination services to asss in planning and coordinating multiple services
when the child and family’ s needs are complex.

Care Coordination Servicesfor Children with Complex Service Needs

The new community-based services and supports available under KidCare will encourage
home-based and community-based services consgtent with a "wrgparound’ model.
Wrgparound involves maiching intendve community-based services with  naturd
supports to keep children with complex service needs a home, in school and out of
trouble with the law. This will be accomplished through an Individud Service Plan
process that "wraps' services and supports around the child/ffamily and gives them access
to the sarvices they need within the communities where they live, work, and atend
school.  The Individud Service Plan process will put children and ther families a the
center of the planning process and service plans will be based on the needs they identify.

As is the case for any covered sarvice, the LSAs will be responshble for determining
whether a child has a complex service need tha requires care coordination. The family
of a child who meets authorization criteria will be offered care coordination and family
advocacy sarvices. The care coordinator will meet with the child and family to conduct
an assessment and to develop an Individud Service Plan.  Once the service planning
process is complete, the family will have a choice of service providers in the KidCare
network. Families will be given a lig of qudified providers from which they can sdect
their choice of provider.
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VIIl. Accountability

The desgn of accountability measures and mechanisms is a criticd component of this
initigtive.  KidCare will rely on performance-based contracts that establish rewards and
sanctions related to performance on measures of quality and cost. The ASO, LSA, and
provider contracts will be performance-based. Performance on quaity and cost measures
will be subject to public accountability, made possble by disssmination of LSA and
provider performance reports. DCF and DSS have established a workgroup to examine
performance contracting options. The Depatments welcome input into this important
area

Adminigrative Service Organization
The ASO will have a performance-based contract subject to rewards and sanctions. The

ASO will be accountable for performance on a range of measures which may include the
following:

Clamstimeiness percentage of clean clams that meet timeliness thresholds.

Firg¢ submisson processng: percentage of clams that are clean and payable on
firg submisson.

Timdiness of provider network contract processing: percentage of target
behaviord hedth trestment and non-medica support services contracted in each
LSA region a successive time thresholds during start-up.

Timdiness of new service credentiding and contracting: Percentage of providers
referred by LSA that are credentialed and contracted (or denied) within 45 days.

Accuracy and timeliness of qudity management and financid datar Based in part
on assessment of key stakeholdersincluding DSS, DCF, RACs, and LSAs.

L ead Service Agencies

As the entities respongble for overdl performance of ther regions the LSAs will be
evduated based on both qudity (eg., good child and family outcomes) and cost
performance measures.  Performance targets will necessarily need to be adjusted for
regiond case-mix (eg., proportion of DCF Voluntary Service and committed children).
Mechanisms to support favorable LSA performance are as follows:

Public accountability: A Connecticut Community KidCare report may be
developed that summarizes overdl peformance of the entire initigtive and the
performance of individua LSAs on qudity and cost measures. The report may be
posted on the WEB, disseminated to family organizations, and made avalable to
review and advisory entities such as the RAC, the Children's Behaviora Hedth
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Advisory Committee to SAC, Collaboratives, and provider associations.  The
LSAs will be motivated to perform wel in order to preserve a favorable public
image.

Financial rewards: A pool of resource investment dollars may be established for
digribution among the LSAs based on reaive peformance on qudity and cost
targets. The LSAs would be required to reinvest these dollars in the service
sysem. These investments could be used to “seed” or “Sart-up” new programs
until they become pat of the contracted network and eigible for fee-for-service
reimbursement.

Contract sanctions: No LSA will be indispensable because they will not hold
provider contracts, they will not have ther own management information systems
and data, and it would be possible to establish a comparable adminidration in
another agency. Consequently, failure to perform favorably could lead to contract
sanctions, up to and including termination.
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VIII. Grievance and Appeals
Eligibility Decisions

All children enrolled in HUSKY A or B (bands 1 and 2) will autometicaly be enrolled in
KidCare. Children who areindigible for HUSKY A or B may be able to access KidCare
through the DCF Voluntary Services Program. Parents of children who are denied
igibility through the DCF Voluntary Services Program will follow DCF appedls
procedures for this program.

Service Authorization Decisions

DCF will assume responsibility for managing the KidCare grievance and adminigrative
hearings procedures related to service authorization and adminigtrative decisons. Once a
child isenrolled in KidCare, his or her parents will have the right to atimely procedure

for resolving complaints, concerns, and appedls, otherwise referred to as grievances. This
procedure will meet al State and Federa grievance requirements (i.e., Federad Medicad
and Title IV-E requirements), and will be presented in writing and described to children
and their parent/custodian at the time of enrollment.

Parents will be encouraged and supported to express their grievances without fear that it
will affect their child’'s services. As much as possible, the LSAswill make an effort to
handle grievances informaly. When thisis unsuccessful, parents can follow the LSA’s
grievance process. When needed, trandation services, including sign language
interpretation, will be provided for the parents throughout the grievance process by the
assigned center. Parents or caregivers pursuing a grievance will be offered the support of
afamily advocate. Although in most instances parents will act on behdf of their enrolled
child, adolescents 16 years of age and older will be permitted to act on their own behdlf.

The grievance process will be available to resolve disagreements related to the denid,
reduction, suspension, or termination of services by an LSA, or the ASO in regions
without an LSA during the trandtion period. It will dso be available if the LSA/ASO
falsto respond in atimely way for arequest for services.

A summary of the grievance procedure, written in amanner easily understood by the
generd public, will be digributed to dl families at the time of the child's enrollment in
KidCare. Copieswill aso be provided whenever requested, with al denias of requested
sarvices and whenever a parent expresses dissatisfaction with adecision eligible for
adminidretive review.

To ensure a consumer friendly and legdly appropriate grievance process, DSS and DCF
have convened a grievance workgroup involving representation from the State's Attorney
Generd’s Officee.  This group is developing an integrated grievance process for Al
children, whether they enroll in KidCare through the HUSKY A, HUSKY B, or
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Voluntary Services Programs.  Although policies and procedures have not yet been
findized, the process will conform to the due process standards required under Title XIX
and other gpplicable Federd requirements.
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IX. Resource Development

In accordance with the recommendations provided in the February 2000 report,
Delivering and Financing Children’s Behavioral Health Services in Connecticut, the
State of Connecticut has demondrated a dgnificant commitment to improving children’'s
behaviora hedth. This commitment can be evidenced by the Stai€'s development and
implementation of plans to enhance the infrastructure necessary to prepare for this
unprecedented sysem change. Community-based services and intensve in-state
resdential services provide the foundation for future reform initiatives. Toward this end,
the Depatment of Children and Families has issued a Community-Based Services
Request for Proposd (RFP) and a Specidized Reddentid Services Request for
Application (RFA).

During the RFI comment period, DCF and DSS received many comments from
consumers and providers related to sysem design and adminidtrative sructure.  Although
comments were varied and diverse, a common concern raised by most respondents was
the immediate need for service infrastructure enhancements on which to build the new
system. These comments were consgent with the State planning efforts, and with the
report issued by the Governor's Blue Ribbon Commisson on Menta Hedth. The State-
initiated resource development activities build on these recommendations to expand the
children’s menta hedlth service ddivery sysem.

The Community-Based Services Request for Proposa (RFP) was designed to obtain
proposds from community providers willing to expand the avalability of a variety of
therapeutic and support services to assst children and youth with specid behaviord
hedth needs. These services include extended day treatment, intensive care coordination,
home-based behaviora trestment and therapeutic respite care.

The Specidized Resdentid Services Request for Application (RFA) was desgned to
obtain proposas from resdentid providers willing to develop, expand or enhance their
ability to provide sarvices to youth with chdlenging behaviors. Such services ae
intended to reduce the length of hospita says, minimize the use of hospitd emergency
rooms and offer dternatives to youth in detention faciliies These sarvices will dso
minimize the over rdiance on out- of-State resdentia placements.

Recognizing that emergency mobile psychiatric services (EMPS) are a key component of
the children's behaviord hedth sysem, DCF is proposing a statewide enhancement of the
exiding dructure to dlow emergency mobile psychiatric teams to expand their scope of
practice. The proposed modd will alow for increased psychiatric coverage as well as the
increased avallability of mentd hedth criss teams who will be able to respond to a child
experiencing abehaviord crissirrespective of time of day and locdlity.

DCF is currently preparing to issue an RFP for EMPS programs. Figure 4 identifies the
tweve areas in which the Depatment wishes to edablish these programs. The
Department is seeking to have EMPS programs operational statewide no later than July 1,
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2001, wdl in advance of the LSA phase-in, which is scheduled to begin July 1, 2002.

The EMPS programs will initidly operate under a contract with DCF. As the LSAs ae
edablished, the emergency mobile psychiatric service programs will be required to be
part of an LSA or to operate under subcontract to an LSA. Preference will be given to
gpplicants that propose to cover more than one area within a DCF region, either through
satellite offices or subcontract arrangements with other entities.  In this case, there must
be a lead applicant who will contract with DCF for coverage of the proposed service
areas. DCF may choose to conduct ajoint EMPSLSA procurement under asingle RFP.

The focus of these efforts is on the development of a broad array of high quality services
that ae sendgtive to the culturd and linguigtic demands of Connecticut's diverse
populations and that dlow youth and families to play a mgor role in deveoping
trestment plans and choosing services and providers. The infusion of services dong with
the expanded role of families and traning ae viewed as the criticad foundation from
which the system reform will occur.
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Figure 4: Proposed Emergency Mobile Psychiatric Service Areas (dashed boundary) over DSS/DCF
Regions (patterned background)
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X.  Training and Staff Development

Background

No maitter how innovative sysem reform efforts are, ther effectiveness in improving
outcomes for children and families is ultimady determined by the qudity and
competency of the managers and direct service delivery personne who provide services
on a daly bass. Findings of research on sysems of care indicate that neither policy and
adminigrative dructurd changes nor expangon in aray of sarvices will make sufficient
difference if atention is not paid to what happens at the level of individud practice —in
the interaction between daff and children and thar families  Traning, if wel done,
becomes the essentid link that trandates reforms into a different way of practice.  This
involves not only learning new knowledge about how a system of care approach operates,
but dso devdoping new skills vadues, and dtitudes rdevant to understanding the
developmental context of children. It dso requires working with families to achieve ther
clinicd gods, overcome bariers to change, and mohbilize their available resources in a
way thet isfamily driven, community-based, and culturaly competent.

Practice will not change as the result of daff just atending one-time workshops. It
requires ongoing mentoring, supervison, and support, and the periodic learning of new
sills.  In addition, the effectiveness of training depends not only on the qudity and
content of the training itsdf, but dso the environment in which the person recelving
traning works, and the standard setting or credentiding that confirms that competence
has been ataned or maintained. If the rules, regulatiions, organizationd culture, reward
system, and attitudes of supervisory saff do not support the use of the new skills and
knowledge, the training will not be successful.

To assg in creating a comprehensve approach to developing a sysem of training that
supports the implementation of KidCare, DCF has dready contracted with the Child
Hedth and Development Inditute of Connecticut, Inc. (CHDI) to desgn a training plan
and develop curriculum.  CHDI is patnering with the Human Service Collaboretive
(HSC), of Washington, D.C. to assg in this effort. The partners of HSC bring a wedth
of experience in the fidd of children’'s mentd hedth and have provided traning and
technicad assdance naionwide in the dedgn, deveopment, and implementation of
systems of care for children with behaviord hedth problems.

Purpose of the Training

The purpose of the training will be to create and implement a competency-based curricula
to improve the knowledge, skills and attitudes of front-line, supervisory, and management
daff from DCF and daff in the service agencies with whom DCF contracts.  The
curricula will address the implementation requirements of KidCare and best sarvice
practice for the care of children with, or a risk of, serious emotiona disturbances and
ther families In addition, training opportunities will be developed for daff in other
child-serving systems including schools and the judiciary, as well as family advocates.
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The dedgn and implementation of the training will build on the principles and practice
that are the foundations of systems of care, including:

The involvement of families in the desgn, implementation and evaduation of
traning;

Interdisciplinary collaboration and ddivery, to bresk down categoricd and
discipline specific dlos,

Culturd competence;

Strengths-based assessment and intervention; and

The use of naturd informa supports and resources.

The traning will atend to the importance of clinicd and supervisory competence in a
way that complements the education and experience unique to each discipline (eg., socid
work, psychology, psychiatry, psychiatric nursing, specid education).

Processfor Designing the Training

CHDI is working with a core team in Connecticut that includes State and regiond State
agency daff, family advocates, community agency providers, and representatives from
the Yde Child Study Center and the Depatment of Psychiary a the Universty of
Connecticut School of Medicine to desgn and deveop the training, through the

following seps:

1. Information will be gathered regarding job functions and expectations among the
rdlevant DCF, DSS, and provider agency daff a the State, regiond, and loca
levels.

2. Basd on this information, in the context of national best practice guideines, a st
of job-reated skills and competency expectations will be devdoped. A
Competency Expectations document will guide identification of knowledge and
skill areas (beyond discipline-based education and experience) appropriate for
Connecticut’ s front-line, supervisory and management staff.

3. A curricular outline that identifies rdevant knowledge and skill content will be
developed.

4. A st of complete curricula will be devdoped. The materids will cover basic
Sysdem of Cae knowledge and <Kills including specidized services, drawing
from exiging relevant curricula developed and implemented in other States and
communities (eg., North Carolina, Pennsylvania, South Carolina, Vermort,
Miami, and Santa Barbara), and adapted to the needs and requirements of
Connecticut’'s sysem.  Additiond dements and components will be created, to
complete a set of competency-based curricula that follow basic adult learning
principles. Nationd and Stae expets, induding family members with
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knowledge appropriate to those competency areas, will be involved throughout
the project leading to products that reflect the best knowledge available.

5. The curricula will be fidd tested to fine-tune the materids using feedback from
participants.

6. A Traning Plan addressng how these curricula will be used to improve
competence among front-line, supervisory, and management daff throughout
Connecticut  will be developed, dlowing for the application of skills and
knowledge in practice over time.

Training Approach

A tran-the-trainers gpproach will be used. Initidly, DCF regiond management saff and
resource group members will be trained. They in turn will train direct care gaff. The
process for training contract agency daff, daff in systems other than DCF, community
collaborative members, and family members will be pat of the training plan desgned
later this year. The initid LSAs will become learning centers, providing training for the
next Stes to come on board. Eventudly every LSA will be expected to form partnerships
with training inditutions to provide ongoing traning, mentoring, coaching, and
supervisory support so that the training becomes a standard part of operations and is
congtantly being adapted to meet changing needs, with the input of saff in the fied.

Examples of Competencies

The training will be targeted to a set of competencies pertinent to working in a system of
cae. Asadarting point, these include the following:

1. Badic system of care knowledge and skills
Vduesand principles
Evidence-based and common practice
Child and family development
Cultura competence
Working with families as partners
Therole of menta hedth in community care
Interagency and community partnerships
The use of naturd helpers and resources

Wraparound philosophy and approach
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Individud trestment planning

Team-based planning and management
2. Traning in specific sarvice aress, indluding

Care coordination

Family advocacy

Child and family mentoring

Respite care

Behaviord management skillstraining

Cridsinterventions
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X1, Quality Management

Overdl responghility for qudity management will resde with DCF. DCF will establish
a KidCare Qudity Management Committee, which will include representation from DSS,
senior management from the ASO and LSAs, and family members of children with a
behaviord hedth disorder. The State Advisory Council’s Subcommittee on Children's
Mentad Hedth will be given opportunities to review the Qudity Management
Committee's qudity management plan and to make recommendations for revison. The
ASO will be responsible for providing data and reports to support quality management.

Qudity management functions fal broadly into two areas.  Clinical qudity management
refers to those policies, procedures, and activities that relate to the qudity of clinical care.
Thee activities typicaly involve managing sentind events (potentid adverse or criticd
incidents), monitoring plan performance on dinicad measures, and conducting continuous
qudity improvement. Service qudity management pertains to those aeas of
adminigrative sarvice that do not directly involve clinicd care. These include such aress
a membe sarvices (eg., cdl aandonment rates), clams processng (eg., timey
payment of cleen clams), and utilization management (eg., authorization turnaround
times).

Clinical Quality Management

Sentinel Event Review

A qudity of care issue or sentinel event is defined as an event that raises the possbility
that quaity of cae for a member was inadequate, inappropriate or otherwise
compromised.  Sentind events may be identified through the complaint and grievance
process, utilization management, medica record review, and member services activities.
The sentind event review and resolution process is desgned to address events of dl
levels of seriousness including events that could place a member a risk for sgnificant
harm and/or which require immediate action to avoid an adverse effect to a member or to
prevent additional occurrences.

DCF will be respongble for sentind event identification, investigation and tracking. The
ASO and LSAs will be required to apply standardized screens for senting events for dl
KidCare enrollees. DCF will provide training for ASO and LSA care managers and
member savices pesonnd in the identification of sentind events. The Qudity
Management Committee will be responsble for identifying the standardized screens.
Examples of screens include inpatient admisson due to adverse results of outpatient care,
hospitd  readmisson within 30 days or an incddent involving child safety.  Serious
incdents with immediate implications for child wdl-being will be subject to expedited
review.
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When an LSA or ASO identifies a sentine event, it will refer the event to DCF's qudity
management personnd for review. DCF may permit the LSA or ASO to participae in
the invedtigation of sentind events, but DCF will retain respongbility for overseeing and
retaining documentation of this process and for presenting these events to the Quadlity
Management Committee.

Quality | mprovement

The Qudity Management Committee will desgn and implement quality improvement
activities tha are datewide in focus. It will develop performance measures againg which
the State and Lead Service Agencies can assess the effectiveness of the behaviord hedth
cae sysem. This will address widespread concerns about whether system investments
reult in pogtive outcomes for children. The sysem will dso dlow State Agencies to
meet program and fisca reporting requirements to maintain and enhance Federd funding.

Data to support dinicd quaity improvement will be required in the areas of dinicd
process and outcome. These data will be collected on a datewide basis using uniform
data eements, data definitions, data filds and timing in order to facilitate performance
comparisons. The ASO will have primary responshility for data collection and for
assuring that key doakeholders (eg., DSS, DCF, LSAs, Collaboratives, advisory
committees, and members of the community) have timdy, rdiable, accurate, and
informative reports that are useful for managing the system.

Savice Qudity Management. DCF will be responsble for monitoring and
improving the qudity of KidCarés adminidraive sarvices The Quadity Management
Committee will identify gpecific performance measures and standards for administretive
service aress for incluson in DCF's contracts with the ASO and LSAs.  Such standards
could indude timdiness of dams payment, timdiness of digibility determinations,
gpeed and efficiency of contract processing, access to member services, reporting,
reliability and ease of use of care management services, and stakeholder satisfaction.
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XIl. Evaluation

A high qudity, systemdic, comprehensve, and independent evaluation of the impact of
KidCare a multiple levels is important if the State is to underdand and assess the
aopropriateness and effectiveness of this mgor change. The evduation will provide
information about the services being ddivered, how the services are being utilized and by
whom, the extent to which services are effective, and the costs of the service sysem. In
addition, evduation encourages accountability, cost consciousness, and responsiveness to
thosein need of and using services.

It is important to sdect an evauator as soon as possible so that a process and outcome
evauation can be desgned and the team will be in place to collect information a the
ealiest point in the implementation of this reform. The evauator will examine the
process of design and development of the initiative and its implementation, and assess the
outcomes, impact and cod-effectiveness.  The purposes of the evaudion will be as
follows

Measure and assess how the peformance of the system influences changes in
outcomes for individua children and families

Inform those responsble for policy, funding, and implementation to help in making
decisons regarding need for policy adjustments, service planning and delivery, need
for qudity improvement, and training and technica assstance;

Evduate the effectiveness of the overdl initiative in the early phases to guide future
decison-making about expanson;

Examine costs and savings associated with the initiative, as compared to codts if the
initiative had not been implemented.

Integrating Service Delivery and Outcome Evaluation

Clinical assessment of children with complex service needs is an important step in the
development of Individud Service Plans. When assessment data are collected over time
and aggregated they become useful for evauating effectiveness. To the degree possible,
the evauaion of outcomes will be integrated into routine dinicd intake and service
deivery prectices. Clinicad and functiond progress measures will be an aspect of the
intake assessment process and in periodic progress assessments.

Deveoping dlinicad assessment and evaduation tools requires input from a variety of
stakeholders and should target the priorities in the State where the systems operate.  In
May 2000, DCF developed an Assessment Advisory Committee, which is broadly
representative of parents of children with behavioral hedth disorders, care coordinators,
child guidance clinics and other providers, a psychology professor, and daff from OPM
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and DCF. The Committee has developed uniform client records (UCR) for referra
summary, digibility review, comprehendve assessment, sarvice plan template, and case
closng/disenrollment summary. DCF has been collecting information for one year from
contracted care coordinators regarding casdoad activity and individud dient higory of
hospitalization and treatment, school attendance, and juvenile justice contacts. Now the
Committee is examining the priority domains for use of Standardized assessment tools,
such as functioning in school, home and community; dinica datus, caregiver drain; and
risk, redliency, resources and drengths. Committee members have interviewed parents
and evauaors a exemplay evaudion Stes around the country. The find task of the
Committee will be to recommend assessment tools that correspond to the priority
domains as part of a feasble strategy to be adopted statewide and incorporated into the
evauation.

Next Steps

An evduation will be conducted to provide information about the services being
delivered, how the services are being utilized and by whom, the extent to which services
are effective, and the cods of the service sysem. The evaduation will adso encourage
accountability, cost consciousness, and responsiveness to those in need of and using
sarvices. DCF has contracted with CHDI to assig in the design and development of the
evauaion. CHDI has secured matching grants from the Children’s Fund of Connecticut
and the Connecticut Hedth Foundation to help support the work during this fisca year.
DCF will seek additiond State and private funds for the full-scae evaduation for future
years. DCF, CHDI, and DSS have convened an evauation workgroup responsible for the
development of evauation goas and methods and the procurement of an independent
evauator.
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XIIl. Financing

A comprenensve and flexible benefit package is among the essentid features of this
intictive. It will be of vaue in care planning for dl enrolled children, but will be
epecidly indispensable for children with serious disorders under the care of a Child
Specific Team. In order to support this comprehensve, integrated community-based
sarvice sysem, it will be necessary to design, develop, and implement an inter-agency
blended funding model.

Full Carve-Out

DCF and DSS have decided to implement a full carve-out of the child behaviord hedth
benefit from the HUSKY program. This means that dl HUSKY enrolled children will be
enrolled in Community KidCare, whether or not they have a need for behaviord hedth
savices These children will continue to be enrdlled in the HUSKY program, which will
provide them with coverage for physica hedth problems as wel as pharmacy and
primary care behaviord hedth servicess This decison is supported by a preiminary
andyss of HUSKY encounter data, which indicated that children enrolled under a partid
carve-out would account for more than 95% of child behaviora hedth expenditures a
pattern consistent with smilar programs in other States. A partid carve out would leave
few funds for the current HUSKY Managed Care Organizations (MCOs) to provide less
intendve but necessary behaviord hedth sarvices for the children not affected by the
cave out. The smal amount remaning for the MCOs would provide little incentive to
provide adequate behaviord hedth services and supports that might prevent the
deterioration of mild behaviord disorders.  Similarly, this arrangement would discourage
MCO invesment in prevention and early intervention programs that might reduce the
number of children with intensve needs. A partid carve out would give MCOs every
incentive to shift costs and difficult cases to the LSA system, leading to disputes about
respongbilities, and children faling through the cracks between the two sysems.  The
ful-carve out model will reduce fragmentation and provide much needed support for
early intervention services.

Sour ces of Funds

The modd will initidly incude Feded and State funds currently spent on children's
behaviora hedth treatment services and norntmedica support services through DSS and
DCF. Theseinclude

Pats A and B of the HUSKY Program, these will be carved-out of capitation
ratesfor existing HUSKY Part A and Part B Managed Care Organizations;

HUSKY PusBehaviora fundsfor digible children;

A portion of State funds currently used for reinsurance in Pat A of HUSKY,
redirected to community-based services;
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Title IV-E and State genera fund dollars used for reddentid trestment, group
care, and therapeutic foster care for children with behaviord hedth problems;

Other DCF State and Federd funds spent on children’s behaviord hedth services,
and

Revenues derived by billing responsible third party payers.

It is expected that fee for service Medicaid funds for Medicaid-digible children will not
be included in funding for KidCare. Children with specid behaviora hedth needs,
including those with more complex and intendve needs ae currently enrolled in
HUSKY. Mog of the exiging fee-for-service child behaviora hedth expenditures are
trangtiond, providing coverage until a child is enrolled in a HUSKY MCO. These
trangtional cods are condgderable in part because the enrollment of a hospitdized child
does not become effective until the firs of the month after discharge. It is anticipated
that the same policy will be adopted under KidCare. Consequently, these costs would
remain under fee for service Medicaid. The costs associated with children enrolled in the
Depatment of Menta Retardation’s targeted case management program will aso remain
in fee for service.

During phase one of the implementation, the initiative will focus on children dready
participating in DCF and DSS programs. As community services are developed and
more experience is gained through operation of this innovative funding mechanism, the
two depatments will broaden program participation within revenues to be derived from
billing third parties and available gppropriations. Expanson beyond DCF and DSS will
adso be consdered in the future based on evolving discussons with the Department of
Mentd Retardation, the State Department of Education, and the Department of Public
Hedth.

Case Ratesand M ember ship Accounts

The ASO will be paid on a progpective monthly basis and will use these revenues to pay
cams on services authorized by the LSAs.  Under the current proposd, the State will
cost settle with the ASO based on encounter data.

A Membership Account will be established for each LSA based on monthly enrollment.
If case rates differ according to enrollment category, this will be reflected in the
Membership Account. The Membership Account represents the tota dollars available to
an LSA for the provison of necessay behaviord hedth treatment and non-medica
support services to its members.  Didribution of incentive pool dollars will be based in
part on the degree to which an LSA can provide al necessary services without exceeding
dollars avaladle in its account. The account will be adjusted at least monthly based on
claims processed by the ASO.
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Medicaid M aximization

A smdl working group congsting of a consultant under contract to CHDI and gaff from
DCF, DSS, and the Depatment of Adminidrative Services (DAS) have been working
snce the Spring of 2000 to develop and implement a system for maximizing Medicad
rembursement for DCF placements in resdentid faciliies.  This project is known as
PNMI, an acronym that stands for Private Non-Medica Inditutions.

DCF is projected to spend an edtimated $34.8 million on resdentid treatment in SFY
2001. A little over hdf the children placed in these facilities are Title I1V-E digible
Thus, much of the cost of care provided by these facilities can be reimbursed under Title
IV-E.  Edimated Title IV-E reimbursement for SFY 2001 amounts to $20.3 million.
DCF has done an exemplary job in maximizing Title 1V-E reimbursement, however, the
percentage of children digible for Title IV-E limits the amount of Title IV-E
reimbursement.

DSS's Medicad State plan currently includes coverage for DCF PNMI, but Federa
Medicad reimbursement is not clamed. The proposed maximizatiion drategy would
remedy this problem by sdting up a mechanism for Medicad reimbursement of digible
days. Maximization would work as follows. About 90% of children placed in resdentia
fadlities should be digible for Medicad (Title XIX). Through use of a random moment
time study applied to facility saff that have direct contract with children, the work group
hopes to be able to establish the share of facility costs that may be covered by Medicaid.
Conservatively the group estimates that Medicaid could cover 60% of daly facility cods.

Ovedl, Title XIX revenue would amount to $20.8 million on an annud bass It is
important to note, however, Title IV-E could no longer cover those facility costs defined
as covered by Medicaid. Therefore, capturing Medicaid revenue would lead to a loss of
$11.8 millionin Title IV-E revenue, resulting in anet gain of $9 million dollars

The PNMI work group believes that the documentation necessary to support a Medicaid
cdam genegdly exigs because DCF's Centrd Placement Team authorizes the placement
of younggters into PNMI, and because PNMI aff are professonads who document their
interactions with the resdents. Based on this documentation and the results of a random
moment time study planned for this fiscd year, cdams for Medicad may be able to begin
as ealy as April 1, 2001. Promulgation of PNMI regulaions through the process
edablished by the Uniform Adminidrative Procedures Act will take until summer 2001,
s0 claming will not take place until July 1, 2001. However, a cam retroactive to April
1, 2001 for in-date facilities could begin producing net additiond Medicad revenue for
savices in the current fiscd year. The maximization revenues generated under PNMI
will be reinvested in the community-based service enhancements described in Section 1X.

Management of Funds
The statewide ASO will manage expenditure of this pool of exiging funds and expanded
Federad reimbursements based on charges for services and supports prescribed in

Individual Service Plans authorized by regiond LSAs. The ASO will adso directly
reimburse providers of behaviora hedth servicesto children with lessintensve needs.
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Behaviord hedth funds will “follow the child’ rather than the categorica requirements
of a particular program. For children with complex service needs, care coordinators will
have access to flexible dollars for the purpose of designing Individua Service Plans tha
best meet the needs of children. The ASO will be responsble for tracking service
expenditures and the funding source or sources from which expenditures derive.  This
function will be essentid to ensure maximum qudification for Feded financid
participation (e.g., IV-E, Medicaid, and SCHIP). Figure 5 illugtrates the flow of funds.

Speed-Up

DCF and DSS recommend beginning implementation of KidCare on July 1, 2002. In
doing s0, the State recognizes that the red trangtion will not happen with the flip of a
switch & midnight on June 30, 2002. In financid terms, the red trangtion will take place
over a period that begins sometime before June 30, 2002 and ends sometime after July 1,
2002. Those who make policy and establish budgets must explicitly recognize, account
for, and fund the “speed up” of funding that will occur during this trangtion. Before July
1, 2002, HUSKY MCOs will be responsible to provide and pay for al of the behaviord
hedth services needed by children who are their members. At the same time the ASO
will be incurring adminidrative expenses in the course of setting up and testing networks
and systems for operations of KidCare. As of July 1, 2002 when the ASO has begun to
operate KidCare and the HUSKY MCOs have ceased to be responsible for children’s
behaviord hedth services, higher spending will occur as obligations from the previous
period are discharged a the same time the new sysem has begun to assume its
obligations.

The extent of speed-up spending and the time period over which it will be incurred
depends on the implementation moded. The leading phase-in dSrategy would have
HUSKY children enrdlled in the ASO dl a once under the standard HUSKY A and B
benefit packages. Then LSAs would be phased-in dong with additiond funding to
support the enhanced benefit package. Under this model, there would be no HUSKY B
speed-up and 30-days of Medicaid speed-up (July, 2002). DCF speed-up for SFY 2003
would be limited to those catchment areas that have been phased-in.  Regiond
implementation would aso provide an opportunity to further assess the costs associated
with the new modd, including costs associated with increased enrollment and utilization
due to sysem improvements. The KidCare Budget and Finance Team is currently
working on specific implementation models and budget estimates.
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XIV. Implementation

Phase-in of KidCare is scheduled to begin on July 1, 2002. During the 18 months leading
up to implementation, DCF and DSS will engage in arange of collaborative ectivitiesto
prepare the community service system and the adminidrative infrastructure. Families,
providers, and other community members will continue to play an ingrumentd role as
planning and trangtiond activities gain momentum.

January 1, 2001-June 30, 2002

During the remainder of SFY 2001, DCF and DSS will prepare for a trangtion year in
which the community-based service infrastructure will be developed and the HUSKY
plan contracts will be amended to support community-based dternaives to inditutiond
care.

Within the next ax months, DCF will procure and begin funding in-state specidized
resdentia services and sdected community-based services including short-term  criss
dabilizetion, mobile emergency psychiaric services, care coordination  services,
outpatient psychiatric coverage, extended day treatment, intensve home-based services,
and specidized mentoring. This szable invesment in funding, supported in pat by
Federd revenue maximization dollars, will faclitete the return of children from
resdentia treatment facilities and HUSKY subacute programs, as well as the diverson of
children who are being consdered for resdentia care.

In January, DSS will begin negotiating the terms of HUSKY contract extensons, which
will take effect on July 1, 2001. DSS will introduce specid arangements for the
management of child behaviora hedth services during the extenson. These
arangements will be designed to encourage the MCOs to increase their rdiance on
community-based dternatives to inditutional care. The MCOs will be expected to
increase their use of community-based services and to coordinate closdly with DCF
caseworkers and DCF funded service providers to create comprehensive “wraparound”
care plansfor children with complex behaviora hedth service needs.

July 1, 2002 =

Extengve preparation will be required to lay the groundwork for implementation on July
1, 2002. During the next 18 months, DSS and DCF will be working together closdly in
joint policy and management teams, headed by a DCF/DSS'DMHAS Behavioral Hedth
Policy Committee.  The Policy Committee will oversee the activities of the
Implementation Team, the Budget and Finance Team, and the Qudity Management
Team. Workgroups have been established to address the following list of ddiverables:
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Deliverable
Overall System Development
1 Interagency Agreement - (DSS/DCF)
Finance

2. Robert Wood Johnson Foundation grant ($100,000) to support
refinancing

3 Financing/Case Rates & Benchmarking
4. 1915B Waiver and Amendment
5. HUSKY B Statutory Change
Systems Oper ations
6 Family Advocacy RFP Finalized / issued by DCF
7. Emergency Mobile Psychiatric RFP Finalized/ issued by DCF
8. Benefits Package
9 Voluntary Services Eligibility Criteria and Process
10. Unified/coordinated Grievance and Administrative Hearing
11. Unified Notice of Action
12. Performance based contracting and accountability structure
13. Performance measurement and reporting
14. Training and Technical Assistance Plan

Training and technical assistance to families

Training and technical assistance to providers

Training and technical assistance to schools

Training and technical assistance to State agency staff
15. LOC Local Planning and Development Process
Evaluation
16. Evauation RFP

17. Evauation Funding (including Robert Wood Johnson Foundation
gpplication)
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Deliverable

Administrative Structure

18. ASO Request for Proposals
19. LSA Request for Proposals
20. LSA Contract
21 ASO Contract

It is anticipated that an ASO will be procured and that enrollment will begin by July 1,
2002. Under the mog likely rollout scenario, enrollment will occur a a single point in
time datewide with the ASO having trangtiond management respongbility in any region
without an LSA. Depending on progress during the next 18 months, LSAs may be
introduced dl a once or may be phased in during a one or two year implementation. For
dl other regions, the ASO will adminiger the HUSKY A and B child behaviord hedth

benefits. Theimplementation timelineisillusrated in Figure 6.

Figure 6: Implementation Timeline
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XV. Glossary

Adminigtrative Hearing: A forma review process used by DSS and DCF. In the past,
DSS has referred to this process as far hearing.  In KidCare, administrative hearing will
be a DCF administered forma review process that occurs after the LSA and member
have fal to find mutud saisfaction concerning trestment issues such as denids,
reductions, suspensions, terminations or appropriate levels of care. It may aso occur if a
client is aggrieved about an adminidrative decison (eg. digibility decison).

Adminigrative Services Organization (ASO): An organization tha provides
centralized, statewide adminigrative services and supports for CT Community KidCare.
Among the functions peformed ae clams processing, data reporting, contracting,
credentiding, provider reationgnetwork management, utilizetion management, member
savices and qudity management.  The ASO mugt have a utilization review license from
the State of Connecticut Department of Insurance.

Adjudicated: A finding by the Superior Court for Juvenile Matters (SCIM) that a child
is abused, neglected or delinquent. In Connecticut Generd Statutes 17a-7-8, it goecifies
that children found to be deinquent are committed to the custody of the DCF
Commissioner.

Adverseincidents: An event of dggnificant severity that indicates that a dient's
functioning is dgnificantly compromised or deeriorating.  Occurrence of an adverse
incident should trigger scrutiny of the care needs of the client and the responsiveness of
the system.

Appeals: A type of grievance in which a parent (or child over 16 years of age) or
provider requests a formd review of a decison made regarding trestment, usudly by an
LSA or the ASO. The family or the provider has the right to apped a denid, reduction,
suspenson or termination of treatment. Eligibility decisons can dso be appeded. If a
satisfactory resolution of the appea is not achieved, the client may proceed to an
Adminigrative Hearing.

Behavioral assistance: Behaviord assdance is designed to augment more traditiond
thergpeutic moddities through the use of trained behaviord ades working directly with
children and adolescents and their families in a home, school/work, or community setting
to carry out dements of a trestment or service plan. Services generdly are time limited,
focused on gpecific gods and used to ad in the trangtion between levels of care or to
facilitate adjustments to developmenta tasks.

Behavioral health:  Of, or relating to, menta hedth and substance abuse disorders.

Behavioral health treatment services: Those services that are necessary to diagnose,
correct or diminish the adverse effects of amentd hedth and substance abuse disorder.

Benova: The Stat€'s contracted single point of entry service responsible for applicants
and enrollees under HUSKY Pats A and B. Benova is respongble for making a
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preliminary determination of digibility under HUSKY A and a find detemingion of
digibility under Husky B and enralling €eligible children under both Husky A and B into
amanaged care plan.

Call abandonment rate The rate a which teephone cdls to an organization ae
abandoned (discontinued) without satisfactory connection with the object of the cal. It
reflects falure of the organization to handle cdlsin atimey manner.

Carecoordination:  Services provided to children identified as having complex service
needs. These include the gppointment of a care coordinator, the formation of a Child
Specific Team and the development of an Individud Service Plan, which may include
both behaviora hedth treatments and nor-medica support services.

Carecoordinators. Bachdors leve personnd with expetise in sarvice planning and
coordination.  Care coordinators partner with parents and share responshility for
convening Child Specific Teams the devdopment of Individud Service Pans and
monitoring the effectiveness of those plans.

Care managers. Magers levd clinicd personnd who review requests for authorization
of initid and ongoing services for medica necessty and medica gppropriateness using
written guiddines or criteria  Reviews ae conducted for the purpose of qudity
management and utilization management.

Care management outpost: An ASO remote management Ste located in an LSA. Such
outposts will consst of remote computer terminds with ASO management information
system access and care managers trained and sdaried by the ASO. Decisons to deny,
reduce, suspend or terminate a review will be made by the LSA's doctorad leve
reviewers.

Case-mix: Categories of hedth plan members classfied by disease, procedure, method
of payment, or other characteristics usudly measured or counted by aggregeting groups
of patients shaing one or more characteristics.  Case-mix categories usudly have
implications for cost. Consequently, proportion of members in each category may be
taken into accounting in the setting of capitation payments or case rates.

Catchment area: The geographicd area that defines the extent of LSA responghility for
KidCae members. The LSA is responsble for providing behaviord hedth trestment
savices and nontmedicad support sarvices to dl KidCare members resding in its
catchment area.

Child Health and Development Ingtitute of Connecticut, Inc.: A not-for-profit
organization established by the Children’s Fund of Connecticut to promote and maximize
the hedthy physca, behaviord, emotiona, cognitive and socid development of children
throughout Connecticuit.

Child specific teams. A team condging of parents, other individuds of the parents
choosing and a care coordinator that is responsble for developing an Individua Service
Man for individuals approved for care coordination services.
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Children: For the purposes of this report children refersto individuas age 0-18 years.

Children with complex service needs. Children with a psychiatric or substance abuse
disorder who need the most specidized, coordinated level of behavioral hedth services.
Children with complex service needs require the coordinated involvement of multiple
State agencies (e.g., DCF, SDE, DMR, Court Services, and, for older children, DMHAYS).
In addition to specidized treatment and educationd services, families of these children
often require non-medical support services such as respite and mentoring and the
voluntary support of friends, relatives, neighbors, churches, supports groups, and other
community organizations.

Children's Behavioral Health Advisory Committee: A committee established by
legidative act to advise the State Advisory Council on Children and Families.  Its
purpose is to promote and enhance the provison of behaviord hedth services to Al
children in Connecticut. The Committee became active July 1, 2000. The Committee is
composed of 31 members with representation from various State agencies, behaviord
hedth service providers and family members of children with behaviord hedth needs.
At leagt fifty percent of the members must be persons who are parents or relaives of a
child who has or had a serious emotional disturbance or persons who had a serious
emotiond disturbance asachild.

Community-based care: Behaviord hedth trestment and support services provided on
an outpatient bads within dose proximity of the childs home with the intention of
keeping the child functioning & maximd leve in the home,

Community-Based Services RFP: A request for proposa issued in September 2000 by
DCF seeking proposds from community providers to enhance the services available to
children with gpecid behavioral hedth needs. These sarvices include extended day
trestment, care coordination, intensve home-based behaviora treatment and therapeutic
respite care.

Community Collaborative: A locd consortium of providers, parents and service
agencies who have organized to develop coordinated, comprehensve community
resources for children with complex service needs and their families  They have
respongbility for trestment planning for the children in their geogrephicd area (usudly
one or more adjacent towns), community outreach and resource development, assessing
community service needs, identifying services ggps and priority investment aress, and
public education and support. These were formerly referred to as Locad Systems of Care
(LSOC or SOC).

Competency expectation document: A document ddineating the skills, competencies,
traning and knowledge deemed necessary for frontline, supervisory and adminidtrative
daff to successfully operationdize the systems of care.

Complex service needs: See Children with Complex Service Needs.

Concurrent review: A formd evaudion of a service plan, authorization request, or
medicd chat while the sarvice is being rendered (eg., during hospitdization). The
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evauation is used to determine whether continued services are medicdly reasonable,
necessary and provided in the most appropriate setting.

Connecticut Community KidCare: The Sate organized initigtive to reform the ddivery
and financing of behaviord hedth services for children in Connecticut. It is a Satewide
program designed with dgnificant input from consumers of children's behaviord hedth
savices, providers of care, State agencies, hedth insurers and hedth care consultants.
Key features include enhancement of locd sarvice ddivery systems, incorporation of
non-traditiond services (eg., respite, behaviora assdance) emphess on family
participation, accountability and cost- effectiveness.

Coordinated care: Care that takes into condderation al the required information on a
child's condition and family's need to assure that medica and non-medical services are
integrated in a manner that maximizes benefit in a cos-effective plan.

Credentialing: The process of meking a determination as to the quaifications and
ascribed privileges of a specific provider to render specific menta hedth and substance
Services.

Cultural competence. Behaviord hedth sarvices that are responsve to the diverse
racid, ethnic, gender, linguisic and culturd groups of the locd community or service
aea.  Culturad competency is demondrated when congruent behaviors atitudes and
policies come together in a sarvice sysem, agency or among professonds enabling
effective work in the context of the dlients life experience, life dyle and culture. A
culturdly competent organization vaues diversty, identifies and builds on the strengths
of its gaff and client’s ethnic and culturd tradition, manages the dynamics of difference,
indtitutiondizes cultura knowledge and adapts sarvices to fit the diverse norms of the
community being serviced.

Day program: A class of outpaient trestment programs including extended day
trestment, partia hospitdization and intensive outpatient programs.

DCF Custody: Children who are committed to the care of the DCF Commissioner due to
findings in the Superior Court for Juvenile Matters (SCIM) of being abused, neglected or
delinquent.

DCF Regional Officee The Depatment of Children and Families sarvices ae
coordinated and ddivered through five distinct geographic aress of the State. Each area
has a regiond office whose functions and regponghilities incude conducting
invedtigations of sugpected abuse and neglect; providing ongoing services to families on
the DCF casdoad; and planning, dlocating and managing funds to community based
programs that provide services to children and families.

Department of Administrative Services (DAS): The State of Connecticut Department
of Adminidrative Services is the State agency responshble for various State functions
including procurement/purchasing and human resource services. It issues bids, extends
contracts, makes purchases, oversees job specifications, etc.
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Department of Children and Families (DCF): The State of Connecticut Department of
Children and Families is a comprehendve, consolidate State agency serving children and
families. Its mandaes incdude child protective and family services juvenile judice
savices, mentd hedth services, substance abuse related services, prevention and
educationd services. It is a direct provider of services, a provider of funds for private
community-based services, and alicensor and monitor of private services.

Department of Mental Health and Addiction Services (DMHAS): The State of
Connecticut Department of Mentd Hedth and Addiction Services is the single State
agency for providing comprehensve mentd hedth and substance abuse services
throughout Connecticut. It provides prevention services for al Connecticut citizens and
treatment services to adults (over 18 years of age) with psychiatric or substance use
disorders, or both, who lack the financial means to obtain such services.

Department of Social Services (DSS): The State of Connecticut Department of Socid
Services is desgnaed as the State agency for the adminigtration of the child care
development block grant, the Connecticut energy assstance program, programs for the
edely, the date plan for vocationd rehabilitation services, the refugee assgance
program, the legdization impact assstance grant program, the temporary assstance for
needy families program (TANF), the Medicad program, the State Children's Hedth
Insurance Program (SCHIP), the food stamp program, the State supplement to the
Supplementa  Security Income Program, the date socid services plan for  the
implementation of the socid services block grants and community services block grants,
and Section 8 public housing.

Doctoral level: Providers or reviewers who have received a doctora degree in either
psychiatry or addiction medicine (MD or DO) or clinicd psychology (Ph.D. or Psy.D.)
and a Connecticut licensein one of these aress.

Emergency mobile psychiatric services. Community based crisgs services to prevent
unnecessary placement of young people with emotiond and behaviord disturbances. The
sarvice is available 7 days a week, 24 hours a day. Through this service, an emotiond or
behaviord crigsis gabilized.

Evidence-based practice: The conscientious, explicit and judicious use of current best
evidence in making decisons about the care of individud patients. The practice of
evidence-based medicine means integrating individua dinical expertise with the best
available externd dlinica evidence from systemétic research.

Family: A child or childben and biologicad parent(s), legd guardian(s), adoptive
parent(s), foster parent(s), or person acting in the place of a parent such as the person
with whom the child or children legdly resdes and/or a person legdly responsble for the
child' swefare.

Family advocacy organization: An entity that provides support to families who are in
need of sarvices and/or information regarding meeting the needs of children with a
serious emotiond disturbance.
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Family support organization: An independent organizetion offering family-to-family
support that dso collaborates with the LSAS to assure that the children and families have
voice, access and ownership in the development and implementation of ther Individud
Service Plans.

Family-to-family support: Peer support for families of children with complex
behaviora hedlth service needs.

February 2000 report tothelegidaturee A report to the Connecticut Generd
As=mbly, pursuant to Public Act 99-279, Section 36, from the Department of Socia
Sarvicess  The report was entitted "Delivering and Financing Children's Behaviord
Hedth Services in Connecticut” and is avalable through the Depatment of Socid
Services or the Department of Children and Families.

Federal financing mechanisms (Federal financial participation): Programs
edtablished by the United States Federal government for financing or subdsdizing medica
and non-medicd sarvices (eg. Title IV-E, Title XIX and Title XXI). States use these
mechanisms to obtain Federd reimbursement (i.e, matching funds) to help pay the cost
of services and adminigtration.

Feefor-service Medicaid: Medicad covered hedthcare services that are not part of
managed care. Many Connecticut Medicaid enrollees are enrolled in programs (HUSKY
A and B, SCHIP) that utilize managed care companies to authorize and pay for ther
sarvices and equipment. Some individuals with Connecticut Medicad continue to have
their services pad for in the traditiond manner of having the provider of the goods or
service hill for each specific good or service with payment specified by afee schedule.

Full carve-out mode: A modd under which a State contracts with a specidty
organization or organizations to provide behaviord hedth services separady from the
physica hedlth care program.

General fund: The Genera Fund of the State of Connecticut accounts for dl receipts and
disoursements not specificaly included in other funds, including jointly financed State-
Federd programs and certain redtricted accounts. The General Fund finances the State's
generd operations under a budget authorized by the General Assembly in its annud
Appropriations Act.

Governor's Blue Ribbon Commission on Mental Health: A Commisson empandled
in January 2000 by Governor John G. Rowland to examine the mentd hedth system in
the State and to recommend how it might be improved. It issued a report in July 2000
complete with recommendations for service enhancements and needs.

Grievance: A grievance refers to any formaly registered complaint or concern that is
submitted in writing or that is ordly communicated to DSS, DCF, or their subcontractors
(eg., HUSKY MCO, LSA). Grievances can concern clinicd care or administrative
decisons. An atempt is made to resolve grievances informdly, but if one cannot be
resolved within the timeframes established for complaint resolution, the client or family
is entitled to pursue an adminidrative hearing.
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Hardship exemption: An exemption to the digibility requirement for enrollment into
HUSKY B based on financid hardship experienced by a family as defined by an
excessve expenditure for medica insurance premiums.

Health Care Financing Adminidration: The Federd agency that adminigers the
Medicare, Medicaid and SCHIP programs.

Home-based services. Services provided in the home for children with specid medicd
or behaviord hedth needs. They encompass a wide range of care and support services
desgned to enhance functioning in the home.

Human Services Collaborative (HSC): A Washington, D.C. consulting company who
will patner with the Child Hedth and Development Inditute of Connecticut, Inc. to
develop training materias.

HUSKY Plan, Part A and Part B: The acronym HUSKY gands for Hedthcare for
UninSured Kids and Youth. It denotes State supported or subsidized hedth insurance
coverage for children in Connecticut. HUSKY Pat A refers to Medicaid covered for
children under age 19 years of age and families enrolled in Medicad Managed Care.
Children whose family income is bdow 185% of the Federa Povety Leve qudify for
Medicaid. Husky Pat B provides hedth insurance coverage for children whose family
income does not qudify for HUSKY A (the family income is over 185% of the Federd
Poverty Leve).

HUSKY B income bands 1, 2 and 3. The dze of the State subsidy for HUSKY B
depends on the family's income level. Income band 1 refers to families whose income
fadls between 185-235% of the Federd Poverty Leve (FPL). The Stae pays the full
premium for these families. Income band 2 refers to families between 235-300% of the
FPL. The State shares the cost of the premium with these families. Income band 3 is for
families above 300% of the FPL. The family may buy in at State Premium retes.

Incentive pool: A reserve of money st asde that will be disributed annually among the
LSAs on the bass of their performance on a set of qudity and cost targets. The LSAs
must reinvest the money awarded to them in their service system.

Individual Service Plan: Persondized plan of care for a child receiving care
coordination services. The plan, developed by a Child Specific Team, outlines the
necessary behaviora hedlth trestments and non-medica support services.

Intensive services. Behaviord hedth sarvices (generdly required by children with
complex sarvice needs) tha ental more interaction and intervention than routine
outpatient trestment services. These include, eg., patid hospitdization, extended day
trestment, resdentia trestment, and inpatient hospitaization.

Integrated funding: An arangement in which multiple funding sources flow to a sarvice
provider in a sngle, integrated (or unified) stream consolidated by the payer, in this case,
the ASO.
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Interagency agreement: A document between two organizations that outlines ther
agree-upon working reaionship, incuding roles and responghilities for specific tasks
and activities.

KidCare: See Connecticut Community KidCare.

Lead Service Agency: An agency respongble for ensuring access to and ddivery of CT
Community KidCare covered services for dl children enrolled in a unique geographic
cachment area. LSAs ae respondble for care management, qudity management,
training, family involvement, and emergency mobile psychiatric sarvices An LSA may
be a direct service provider.

Least restrictive environment: A tenet of trestment philosophy that holds that clients
should be provided care in the setting that is most appropriate for their treatment needs
while being the least confining. The continuum of redriction extends from locked
inpatient hospital care to outpatient services.

Levels of intensity/care/service: Levels of service continuum organized from mogt
intensvelredtrictive  (eg., inpatient hospitd) to least intensvelredrictive (eg., outpatient
trestment).

Local systems of care: A comprehensve spectrum of mentad hedth and other support
sarvices that are organized into a coordinated network to meet the multiple and changing
needs of children and adolescents with complex service needs and their families. As part
of thisinitiative they are referred to as Community Collaboratives.

Management information system (MIS): Computer-based methods of information
collection, storage, management, andyss, and reporting to support the operation and
management of an organization or system.

Medicaid: The joint Federd/State program of medical assstance edtablished by Title
XIX of the Socid Security Act. In Connecticut it is administered by the Department of
Socid Services.

Medical appropriateness or medically appropriate: Hedth care tha is provided in a
timely manner and meets professondly recognized standards of acceptable medicad care;

is ddivered in the appropriate setting; and is the least codly of multiple, equaly-
effective, dternative treetments or diagnostic modalities.

Medical necessity or medically necessary: Hedth care provided to correct or diminish
the adverse effects of a medicd condition or menta illness to asss an individud in
ataning or mantaining an optima level of hedth; to diagnose a condition; or to prevent
amedicd condition from occurring.

Member (same as beneficiary, enrollee and subscriber):  An individua or dependent who
isenrolled in and covered by ahedth care plan.

Mentoring: Mentors are volunteers from the community who are willing to spend time
to encourage and support youth. DCF's "One-on-One' mentoring program is for youth
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ages 12 to 21 who are in out-of-home care. They are matched with caring adult mentors
who provide the youth with a broader view of their future,

Mobile crisis services: See emergency mobile psychiatric services (EMPS).

National Committee for Quality Assurance (NCQA): An independent, nonprofit
organization whose misson is to evauate and report on the qudity of the naion's
managed care organizations.

Natural community supports. Non-professona, non-pad services which may occur
goontaneoudy in the community and which promote more successful functioning within
the community.  Care coordinators may help a family deveop these informd, voluntary,
supportive relationships in an effort to enhance their success. The supervison of these
supports is reimbursable when it is part of the Individua Service Plan.

Needs assessment: A needs assessment is the process of documenting the current hedth
system's operations (what is) and identifying the required changes in the sysem to
improve its functioning and diminate gaps in the syslem (‘what could or should b€). It is
agep in the planning process for system enhancement.

Non-medical support services. An aray of services traditiondly not covered as medica
procedures, which ae used to hdp a child (or family) function safdy and more
effectively in the community. The services are employed to prevent the need for more
redrictive levels of care or divert placements out of home. Among the services included
ae behaviord assdance, family-to-family support, respite care, and supported
recregtion.

Office of Policy and Management: The daff agency to the Governor of Connecticut.
Its misson is to provide information and andyss that the Governor uses to formulate
public policy gods for the State of Connectick and assst State agencies and
municipdities in implementing policy decisons on behdf of the people of Connecticut.

Out-of-community: A child-caring facility such as a resdentid treatment facility that is
outside the child's community, ether in or out- of-state.

Out-of-home placements. Placement of a child, either temporary or permanent, outsde
of the family home.  This may refer, for example to hospitdization, foder care,
resdentia trestment, therapeutic foster care, or group home treatment.

Out-of-state placements. Placement of a child in a resdentid facility or foster home
outsde of the State of Connecticut.

Outpatient treatment: Treatment provided to a client on an outpatient bass, i.e. the
client is not receiving room and board and professond services on a continuous 24-hour-
aday basis.

Parent: For the purposes of this document a parent is broadly defined to include not only
the child's biologica parent, but dso the legd adoptive parent or guardian, foster parent,
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step-parent or other person who is recognized by the child and provider as the primary
caretaker of achild in trestment.

Partial carve-out model: A modd under which a State integrates some behaviorad hedth
savices into a physica hedth benefits program, but place other (and often expanded)
behaviora hedlth services or populations under a separate managed care program.

Performance measurement: Objective assessment of how wdl the behaviord hedth
care system carries out specific functions or processes. Areas of specid concern include
financing, adminigration, clinicd process and outcomes. The ASO will be responsble
for collection of performance measurement data and reporting to key stakeholders such as
State agencies, families, providers and advisory committees.

Placement disruption: A foder care arangement that has broken down and is
discontinued, temporarily or permanently.

Primary behavioral health care: Behaviora hedlth care provided by primary care providers
or alied hedth professonals in primary care settings. Primary behavioral hedlth care may
include screening, evauation, referral, medication management and counseling services.

Primary care provider: Medicd providers of primay hedth cae services (eg.,
Internists, Family Practitioners, Pediaricians, Gynecologists, Physcian's Assgants,
Advanced Practice Registered Nurses).

Prior authorization: Approva of a service before the provider actualy provides the
service.

Private non-medical ingtitutions (PNM1):  An optiond Medicaid covered servicee A
PNMI is not a hedth care facility but rather a private (as opposed to public) residentia
indtitution that may provide some medical services.

Prospective review: A formd evduation of a sarvice plan or authorization request
before the service is rendered. The evauation is used to determine whether the proposed
services are medically reasonable, necessary and provided in the most appropriate setting.

Provider: Any individud or group of individuds (such as physcians, hospitds, group
practices, nurses, child guidance dinics, socid workers, psychologids, family service
agencies, or pharmacies) that provides a KidCare reimbursable service or support.

Public Act 97-272 (see system of care): State legidation passed in 1997 that adopted
the naiond ‘system of ca€ approach identifying a set of core vaues and guiding
principles for Connecticut’s services for children and adolescents with serious emotiona
disturbances.

Psychiatric hospital: An accredited or State licensed inditution that is engaged in
providing hospitd level psychiatric services, under the supervison of a physcian, for the
diagnosis and treatment of mentaly ill persons.

Quality assurance (QA): A forma st of activities to review and safeguard the qudity
of services provided. QA includes qudity assessment and implementation of corrective
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actions to address any deficiencies identified in the quality of care and services provided
to individuds or populations.

Quality improvement (Ql): The effort to assess and improve the leved of performance
of key processes and outcomes within an organization. Opportunities to improve care
and services are found primarily by examining the systems and processes by which care
and services are provided.

Quality management (QM): A program of systematic and objective activities designed
to continuoudy monitor, evauate, and improve the processes of ddivering mentd hedth
and substance abuse sarvices to enrollees. Quality management targets both clinica care
issues and adminidrative services performance. Quality management includes both
quality assurance and quality Improvement functions.

Quality Management Committee (QMC): A joint DCHDSS committee with overdl
respongbility for quaity management for CT Community KidCare. Among its functions
will be sentind event tracking and reviews, qudity improvement and establishment of
uniform LSA grievance processes.

Regional Advisory Council: Advisory councils representing each of DCF's five regions
of the State. Each council is made up of providers and consumers from that region.
Along with the datewide Advisory Committee they participate in advisng DCF on the
development, implementation and management of needed services.

Rehabilitation option: An option available to State Medicaid progams to cover
"sarvices recommended by a physcian or other licensed practitioner of the heding arts,
within the scope of his (or her) practice under State law for maximum reduction of
physcd or menta dissbility and restoration of a recipient to his or her best possble
functiond levd." Among other posshilities this dlows for coverage of resdentid
trestment for behaviora hedlth disorders to be included in the Medicaid benefit.

Request for Application (RFA): A document issued by a company or agency that is
seeking gpplicants who qudify to perform specified functions or services. Individuds or
entities that meet the criteria are under no contractud obligation to perform the function
or savice  For example, the Specidized Resdentid Services RFA  will qudify
gpplicants to provide the specidized services but will not obligate any of them.

Request for Information (RFI): A document used to solicit input from interested
individuals on such issues as program design and network development and capacity, and
to seek information on potentiad bidders.

Request for Proposals (RFP): A document issued by a company or agency cdling for
proposds from organizations to peform functions and responghilities to specifications
developed by that company or agency. It is the bass for a far, open, and competitive
procurement process. Based on the response, one or more organizations may be sdected
to receive a contract.

Residential treatment facilities (RTFs): The mog intensve of the resdentid trestment
savices. RTFs provide integrated, longer-term treatment services for children and youth
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who are unable to function in their home, school and community. These facilities offer a
24-hour, seven day per week integrated trestment environment, including on-campus
schools.

Residential treatment services. A thergpeutic out-of-home living Stution that indudes
an aray of services that is less intendve than inpaient hospitaization but more intensve
than shdters or group homes. Examples include resdentid treatment facilities, (RTF'S),
therapeutic foster homes, specialized group homes, and supervised apartments.

Respite: Temporay supervison incuding criss dabilization and temporary resdentia
sarvices, provided to individuds living with family members, family care providers or
sgnificant others, when short-term relief is needed. Respite care can be provided in or
out of the home during the day, evening and/or overnight.

Retrospective review: A forma evaudion of a service plan, authorization request, or
medica chart after the service is rendered. The evduation is used to determine whether
the services were medicaly reasonable, necessary and provided in the most appropriate
Seiting.

Sentinel event: An event that raises the posshility that qudity of care for a member was
inadequate, inappropriate or otherwise compromised. They are reviewed as part of the
ongoing clinica qudity management activities

Serious Emotional Disturbance (SED): A serious emotiond disturbance is defined by
the Federd Center for Mentd Hedth Studies as a range of diagnossble mentd,
behaviord or emotiond disorders of sufficient duration to meet diagnodic criteria
goecified within the officia Diagnosic and Statisticd Manud of Mentd Disorders,
Fourth Edition (known as DSM-1V). By definition, these disorders result in functiond

imparment that subgantidly interferes with or limits the childs role or functioning in
family, school, or community activities

Service area: The geographical area for which a provider is contractudly obligated to
provide services.

Specialized Residential Services RFA: A request for gpplications issued in August 2000
by DCF for resdentiad service providers. The RFA was desgned to encourage the
enhancement, expanson and development of various resdentid services avaladle in the
State of Connecticut for those children and youth needing this level of care. These
sarvices are intended to reduce the length of hospitd says, minimize the use of hospitd
emergency rooms and offer dternatives to youth in detention facilities. These sarvices
will aso minimize the over reliance on out-of-gtate residentia placements.

State Advisory Board: A subcommittee of the statutorily mandated DCF State Advisory
Coundil.

State Advisory Committee (Council on Children and Families): A datewide consumer
and provider body agppointed by the Governor which, dong with the Regiond Advisory
Committees, is one component of the Depatment of Children and Family's planning and
advisory structure.
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State Children’s Health Insurance Program (SCHIP): The State Children's Hedth
Insurance Program is a State administered, Federdly subsdized hedth insurance
program for targeted, low-income children as established by the Federd government
under Title XXI. It isaso sometimesreferred to as CHIP.

State Department of Education (SDE): Connecticut's State Department of Educetion is
the State agency responsible for certification of teachers, gpprova of private educationd
resdentid fadlities, regulation of primary education, and other functions By virtue of
the schools extendve role in children's lives, SDE is a patner in many initiatives
designed to improve the welfare of Connecticut's children.

State Interagency Policy Committee: The State-level advisory committee responsible
for overseaing the drategic planning and the development and implementation of the
expanded sysems of care for CT Community KidCare. The committee will have
representation from families as well as DSS, DCF, the State Department of Education,
the Depatment of Mentad Hedth and Addiction Services, the Depatment of Public
Hedlth, Court Support Services and the Office of Policy and Management.

Subcontract: The act of delegating contractual obligations between two origind parties
through a second contract with athird party.

System of care: A sysem of care is a comprehensve approach to coordinating and
ddivering sarvices from multiple agencies for children with complex behaviord hedth
savice needs and their families.  The approach is designed to be community-based,
coordinated, family-centered, culturally competent and individualized.

Targeted case management: Case management sarvices that provide children with
guidance in accessing sarvices 0 that multiple services are delivered in a coordinated and
thergpeutic manner.  This dlows a child to move efficiently through a sysem of care in
accordance with higher changing needs. Under KidCare, targeted case management is
referred to as care coordination.

Targets (quality, cost, performance, outcome): Performance gods that are set in the
aeas of qudity, codt, and outcomes. Measurement of the LSA's ability to reach the
targets will be one method of fostering quality and cost accountability.

Therapeutic foster home: Also known as trestment foster care is foster care for children
with specid needs. The trestment agents are foder parents in a family setting who have
receved specid training, are highly skilled, and are provided with strong support
Services.

Title IV-E: The Federal program that provides board and care for children place out of
home for child welfare purposes.

Title XIX: The current State Medicaid program.
Title XXI: The State Children’s Hedlth Insurance Program (SCHIP).
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Training plan: CT Community KidCare plan to implement a competency-based
curriculum to improve the knowledge, skills and attitudes of front-line, supervisory, and
management gaff from DCF and daff in the service agencies with whom DCF contracts.
The ongoing traning will provide undersanding of the key vaues and concepts of CT
Community KidCare and best service practice for the care of children with, or at risk of,
serious emotiond disturbances and their families.

Urgent service: A medica sarvice is conddered urgent if a delay in getting the service
would lead to serious medical consequences within one (1) to ten (10) days.

Utilization management (UM): The process of evduaing and determining the
aopropriateness of the utilization of behaviora hedthcare services, as well as providing
any needed assigtance to clinician or patient in cooperation with other parties, to ensure
gopropriate  use of resources. Utilization management typicaly includes prior
authorization, concurrent review, retrospective review, discharge planning, and case

management.

Utilization review: A forma evaduation (prospective, concurrent or retrogpective) of a
sarvice plan, authorization request, or medica chat usng objective written criteria or
guiddines. The evdudion is used to determine whether the services are medicaly
reasonable, necessary and provided in the most appropriate setting.

Voluntary Services Program: A DCF sponsored program avalable to children with
complex behaviord hedth service needs who are not in the care of DCF, do not qudify
for HUSKY A or B, and who are otherwise uninsured or underinsured. The services can
include resdentid sarvices and dl services avalable through locd sysems of care,
including extended day trestment.

Withhold: An incentive mechanism to support a performance based contract.

Wraparound coverage: Ancillary socid and rehabilitative support services for persons
with behaviord hedth disorders. The gppropriate mix of wraparound services would be
individudly determined as pat of the person’s treatment plan The following services
are commonly regarded as wragparound services. trangportation; assstance with housing;
vocationd and employment-related services, educational support services, legd or
financid counsding; domedtic violence support services, nutrition education; parenting
courses and training; and child/adolescent support services (including child care, after
school programs, teen centers, mentoring programs, recregtiond, programs and culturd
enhancement). A commitment to cover wraparound services as described in this
document does not necessarily include dl services mentioned above. In addition, other
entities (eg., State Department of Education, HUSKY MCOs) may be expected to cover
al or aportion of the cost of some of the listed services.

Wraparound philosophy: A philosophy of care that includes a defingble planning
process involving the child and family that results in a unique st of community services
and naurd supports individudized for that child and family to achieve a pogtive set of
outcomes.
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